The New England 


Journal of Medicine 


Copyright, 1944, by the Massachusetts Medical Society 


Volume 231 


NOVEMBER 30, 1944 


Number 22 


JUSTICE AND THE FUTURE OF MEDICINE* 


WENDELL BERGEf 


WASHINGTON, D. C. 


ET me confess that I stand somewhat in awe of 
my subject. Justice, medicine, the future, are 
all mysteries about which man can know but little. 
My profession is the law, which aspires to, even 
though it does not always attain, justice; about it 
I know enough to be very humble in my knowledge. 
Your profession is medicine; about it you are far 
more conscious than I as to the vistas that have not 
been reached and the depths that have not been 
probed. And the future hangs on far too many 
things that are alien to your ship and to mine for 
either of us to boast that he can chart its course. 
If I am a layman in respect to medicine, you are 
laymen in regard to law. But the fact that we differ 
in calling and in experience is an asset. It enables 
us to speak our separate minds, to compare our 
viewpoints, to sharpen our differences, to move 
toward a common understanding. 

The law is no mean challenge to the human under- 
standing. Yet my admiration goes out to physicians 
for the greater mystery that they have set them- 
selves to unravel. For a casual nature has spent 
countless aeons in putting together that bewilder- 
ing organism we call man, and a process of dis- 
covery has used up millenniums in finding out 
enough about how the trick was done to help man 
over ills and aches toward health. It has taken 
courage, intelligence, a myriad of guinea pigs and 
the sacrifice of a thousand ancient truths to come 
as far as you have on a trail that still leads into the 
unknown. 

For the man of which medicine is mindful is a 
curious and wonderful thing. A long course of 
cosmic, geologic and biologic events has made of 
him the permutation of things that anatomically 
he is. Nature, a slow and uncertain workman, took 
a fraction of eternity in which to make tries, beat 
retreats, blunder along its creative way. It achieved 
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in man a result that, if nothing to brag about, is at 
least passable. The chances against his being here 
at all are as legion to one; the chance of his being 
exactly what he is — well, write your own odds. 

But the biologic process alone did not create man, 
for every human being has a distinct culture stamped 
all over him. At work and at play he is beaten on 
by a continuous stream of stimuli from the human 
life pulsing about him. In taking care of himself, 
finding a way of life, begetting posterity, going on 
a tear, his pursuit of happiness is pent in by the 
prevailing culture. Man cannot exist apart from 
the ways and the beliefs of the folk. We are all of 
us products alike of the earth and of culture, and 
adjustment to nature and society, always in process 
yet never completed, is the condition of our life. 

Thus the patient—a curious and stubborn 
bundle of organs and ailments and resistances — 
presents a series of enigmas that challenge the skills 
of the doctor. The man on whom all medicine con- 
verges is ancient in contrast to the youthful art 
that serves him. He was established in his anatomic 
estate and fitted out with his physiologic heritage 
long before the “physician” was so much as a word. 
He bears in structure and function, in organ and 
senses, the impress of all that the life back of him 
has met in the ages it has passed through. And, to 
complicate the problem, man is infinitely variable. 
The mixture of genes, chromosomes and unit 
characters into fresh combinations in every in- 
dividual makes each of us a new experiment. In a 
word, the doctor’s challenge is not a standardized 
man. My hat is off to the man of medicine for the 
sheer audacity of the task he has undertaken. 

From the medicine man of old to the modern 
clinic is a long way. Again and again mystery after 
mystery has been probed; again and again the 
utterly impossible has won acceptance against 
ancient truth; again and again the reach of medicine 
has been enlarged. The doctor’s craft, with triumph 
after triumph to its credit, is still on its way, yet it 
is set within a larger problem of human well-being 
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that up to now has hardly been explored. It will 
not be solved until we learn to make culture in all 
its color and drama an instrument of health. 

Institutions of some sort must be set up to serve 
each of the great needs of life. A people must be 
fed, given laws, protected against the weather, 
held to a moral code, provided with escapes from 
the dullness of everyday, fitted out with the com- 
forts and frivolities that make life worth living. 
As we jog down the centuries and over the globe, 
the ways in which these great tasks get performed 
present a most kaleidoscopic picture. If the job 
be to appease the gods, educate the young, ward off 
plagues, each people has its own way of doing it. 
Nowhere is there a final answer; there is always 
bother and striving that it may be better done. 

Now, the health of the people is among the 
mightiest of these great tasks. Yet the problem of 
the adequacy of medical care is unusually baffling. 
For it is only the exceptional person who has ex- 
perienced all the arts — technical, economic, cul- 
tural — that converge in it. A beginning of under- 
standing lies in a recognition of a distinction be- 
tween the technology of medicine and its organ- 
ization. By technology I mean all those arts — 
diagnosis, therapeutics, surgery, radiology, den- 
tistry and the like — that constitute the profession 
of medicine. By organization I mean all the arrange- 
ments, social and economic, by which medical serv- 
ice is made available. It is idle to dispute which 
is the more important, for there must be a medicine 
to practice, and there must be some sort of arrange- 
ments for bringing physician and patient together. 
It is no veiled mystery to tell which is the more 
backward. In the advance of the arts of medicine, 
the medical profession has done a brilliant job. In 
the face of this advance it is all the more tragic 
that progress in the organization of medicine has 
lagged — and, because of this lag, the nation has 
not had the full benefit of the profession’s super- 
lative performance. 

For backwardness in organization I am not dis- 
posed to pass out blame. But we should be quite 
frank in looking into reasons. One must be able 
to state one’s problem before he can solve it, and 
I wonder whether a primary cause of the back- 
wardness is not a failure clearly to put the question. 
Is not confusion found in attitude, in approach, at 
the very beginning of inquiry? To be specific, I 
profess no knowledge of the practice of medicine, 
and should I attempt to “lay down the law” as to 
how to treat an ailment you could —and quite 
properly — laugh me down. Yet as a group phy- 
sicians have been little exposed to the discipline of 


the social sciences, and social organization is as in- 


tricate and as full of mysteries as is the art of med- 
icine itself. So that when I hear a physician speak- 
ing about the organization of medicine in a tone of 
doctrinaire finality, I cannot fail to remark the con- 
trast with the courageous and humble search for 
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truth displayed in his own work. And when I hear 
the question put as a choice between “private prac- 
tice” and “socialized medicine,” I cannot escape 
noting a confusion and dogmatism strikingly dif- 
ferent from the scientific approach. As for the 
“either . . . or” of private practice and socialized 
medicine, there is no such question. There are a 
myriad of schemes under which the doctor and the 


patient may be brought together — not a choice | 


between.just two. 

Here, then, is the main reason for the great lag 
of organization behind art. Organization must be 
shaped in the full knowledge of the economic and 
social arts, yet it also must be shaped to the arts of 
medicine and the distinctive service it renders. 
Advance, then, depends on a range of understand- 
ing that neither you and your kind nor I and my 
kind alone possess. It demands a co-operation of 
professions that is not yet a going fact. As now we 
take counsel together we are not going to clear up 
the problem. But this is the kind of thing, multiplied 
a myriad of times over, out of which will some day 
emerge the answer to the question of justice and 
the future of medicine. 


* * * 


Down through the centuries the common law has 
recognized the maintenance of “‘the common health” 
as one of the great tasks of society. In Europe, and 
in America, there never was such a thing, strictly 
speaking, as “the private practice of medicine.” 
From the earliest days the common law has made 
this clear. It is true that from days of old the doctor 
held no public office, but his service was — as the 
judges put it — “clothed with a public interest.” 
At a time when any man — butcher, mercer, wheel- 
wright, baker, fishmonger, candlestick maker — 
was free to enter the trade of his choice, a license 
was required of the doctor. To secure his right to 
practice the candidate had to prove his knowledge, 
his integrity, his skill. The physician was not free to 
select or to reject patients at will. As one who 
followed a common calling he held himself out to 
serve all in need to the limit of his capacity. Nor 
was inability to pay a valid excuse for the refusal of 
his service. The law recognized him as a kind of 
unofficial servant of the community and exempted 
him from the ordinary rules of the market. It wisely 
refused to crowd the relation of doctor and patient 
into the elementary forms of trade. The doctor 
rendered a service; the patient, if he was able, paid 
a fee; but the courts refused to regard the matter as 
a business deal. 

On the contrary, the law judged the relation by 
reference to the norm of common health. It was 
recognized that the patient, unversed in the mystery, 
was unable to judge the quality of service. Hence 
the doctor, in taking a case, assumed a trust un- 
known in respect to trade at large. The courts 
steadfastly refused to bring the rights and duties of 
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the parties under the ordinary law of contract. And 
even in days when any old bargain was held valid, 
I have yet to discover a case in which a bungling 
physician was allowed to get off with a plea of caveat 
emptor. 

The law went to lengths unknown elsewhere to 
make certain that the common health was served. 
In respect to the wares of trade the law of single 
price usually holds; a commodity is available to all 
who wish to purchase on exactly the same terms. 
To ensure adequacy of service, a special rule of law 
was decreed for the physician; he was permitted to 
charge different fees from patients differently 
situated. The “‘sliding scale,’ as much later it came 
to be called, served a definite social end. It elevated 
medicine above commerce, broke the pecuniary 
connection between the doctor’s service and his 
reward, and gave legal recognition to the principle 
that persons were to be served according to their 
needs, that charges were to be assessed in terms of 
ability to pay. 

Not so long ago, in my official work, the public 
character of the doctor’s calling was vividly brought 
home. It is a matter of public record, so I might as 
well confess; I was one of the “‘small group of will- 
ful men” who instituted the antitrust suit of the 
United States against the American Medical Asso- 
ciation. -The occasion, you will recall, was a boycott 
by the Medical Society of the District of Columbia 
of certain physicians employed under a group- 
health plan. The society had expelled one physician, 
forced a second to break his contract and denied 
hospital facilities to their patients. Now, had the 
issue been between rival schools of medical practice, 
I, as a layman, would not have been entitled to an 
opinion. But both group health and the medical 
society stood for orthodoxy; there was no difference 
there. Had the question been a choice between two 
out of many ways of organizing medical service, I 
could in time have arrived at my own answer. But 
I should have wanted to get all the facts, examine 
experience critically and think hard and long before 
deciding. But the issue was far simpler; it was 
merely a question of a fair field and no favors be- 
tween two rival — and it seems to me immature — 
plans for bringing doctors and patients together. 
To the members of the group, the American Medical 
Association seemed to be attempting to keep this 
type of medical care from having an opportunity 
to prove — or to disprove — its case, and they were 
convinced — the courts have now agreed with 
them — that the tactics were clearly illegal. 

As the case went forward, this notion of medicine 
as the instrument of the common health was the 
Government’s mainstay. Again and again we had 
occasion to recite the public character of the phy- 
sician’s office. There was a time when an associa- 
tion of doctors acted with the delegated authority 
of the state itself. The Royal Society of Physicians 
held a charter from the English Crown that con- 
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ferred on it the right to license, to discipline its own 
members, to search for and to seize illegal drugs and 
otherwise as a corporate body to secure the common 
health. When, much later, Congress issued a charter 
to the Medical Society of the District of Columbia, 
it described its rights and obligations in words almost 
identical with the charter of the Royal Society. 
But it was careful to withhold from the new medical 
society all economic power over its members. It 
refused to confer on it authority to fix any schedule 
of fees for service; and, to clinch the matter, it stated 
that the privilege accorded was for scientific and 
educational work and for “‘no other purposes” what- 
ever. 

The same legal recognition of the public interest 
marked the law that converged on the case. The 
American Medical Association —or rather, its 
attorneys — argued at one time that medicine was 
not a trade; hence doctors, even as officers of an 
association, could not be guilty of restraint of trade. 
And at another time they claimed for the American 
Medical Association the immunities from antitrust 
that by acts of Congress have been accorded to the 
labor unions. If, as the Journal of the American 
Medical Association insisted, it was an insult to 
call medicine a trade, it is a little hard to see how 
dignity could be restored by calling its association 
a trade union. The freedom accorded the unions 
was intended to make possible collective bargain- 
ing with their employers, whereas here a collective 
bargain between physicians and their patients is 
just the thing the American Medical Association 
stood against. 

But, just to get the record straight, never once 
in all the proceedings did the Department of Justice 
call medicine a trade. Instead, it lodged against 
the American Medical Association the charge of 
restraint of trade. Now, “restraint of trade,” like 
a hundred glib medical phrases, is a term of art; 
one can no more than with a bit of medical nomen- 
clature discover its meaning by looking up its verbal 
parts in the dictionary. And, as irony would have 
it, it is medicine more largely than any other calling 
that has given us this rule against restraint of trade. 
A doctor sells his practice to another doctor. He 
covenants that for a period of nine years and within 
a distance of twenty-five miles he will not engage in 
practice. For a reasonable time, say two years, he 
endures his idleness. But the itch to be up and at 
it grows, and sooner or later the old shingle is hung 
out. Then the other doctor, who has laid out good 
cash, becomes indignant, demands what he paid for 
and calls for justice. The doctor who found that 
it is not healthy to rust has his ready defense. 
Society needs his services. The contract he made 
is in restraint of trade, hence it is void as against 
public policy. 

Sometimes the plaintiff wins, more often the 
defendant does, but always the court pits the com- 
mon health against private advantage. The phy- 
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sician’s service is of such public importance that he 
is not allowed by his own will and to his own ad- 
vantage to swear away his right to practice. We 
were able to present. more than one hundred cases 
in which the rule against restraint of trade was 
applied to medicine. The rule emerged, in fact, 
very largely out of actions of doctor versus doctor. 

With the victory of the Government in the 
Supreme Court the case is now closed. I advert to 
it only because it has current significance. It is, 
to borrow a term from your profession, a symptom 
of a pathologic condition in the organization of 
medicine. The organization of medicine has not 
kept up with its technology. The fault is not in- 
dividual, but institutional. The cleavage is not 
to be eradicated by invectives, by isolation from 
modern thought, by clinging stubbornly to that 
which was once good. It can be resolved only by 
an escape from folklore, a probing diagnosis, a 
conquest of prejudice, a drive at the very heart of 
the malady. 

-& 

Let us briefly survey the great trends that con- 
verge on medicine, for they decree a revision of 
means if the great ends of the Hippocratic Oath 
are to be served. 

First, the art of medicine has refused to stand still. 
The family doctor — with his bedside manner, his 
nostrums, his ponderous vocabulary to conceal his 
perplexities, his downright devotion to duty and 
sacrifice of self — was once the very epitome of the 
art of healing. He has been succeeded by the general 
practitioner, who is a focus to a group of specialists, 
of which there are now more than a score, each with 
what a lawyer would call its own jurisdiction. The 
physician’s office, filled with gadgets and contrap- 
tions, has become a combination of consulting room, 
laboratory and miniature hospital. A number of 
separate shops for x-ray examinations, chemical 
tests and pathological checkups have become neces- 
sary adjuncts. Access to a hospital has become a 
requisite to the individual physician. Consultation 
with his fellows has grown into an essential of prac- 
tice. And behind all this is medicine, which, as 
science and an art, is on the march. Behind med- 
icine stand optics, physics, chemistry, biology, 
bacteriology. And still medicine continues to capture 
provinces that until recently lay beyond its frontiers. 

Second, the community that the physician must 
serve has changed with the times. In the good old 
days the parson, the squire, the doctor, each held 
sway over his flock. Allegiance to the family 
doctor was a tie so firmly rooted that it took a crisis 
to break it. But the world no longer invites so 
durable, so personal, so exclusive a relation. The 
machine, the corporation and the pecuniary cal- 
culus have made over our work, our lives, our per- 
sonal relations. Our society has become urban, in- 
dustrial, gregarious. We have become a new sort 
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of wanderers, a race of modern nomads operating 
a material culture. 

For most of us a job has come to replace an equity 
in the old homestead. For most of us livings, no 
longer taken directly from the farm, are pent in 
between the wages we receive and the prices we 
must pay. As individuals we are as stubborn as 
ever our ancestors were. But we act far less on our 
own and far more as managers, agents, employees. 
Our industry is operated by corporations; our farm- 
ers band themselves into co-operatives; our workers, 
skilled and unskilled, gather into unions; even the 
great mass of our scientists make their discoveries 
while working for others. In our culture the group 
has come to be the regular thing. 

Against such forces our minds cannot stand firm. 
Profound changes in habit, interest and value have 
come in their wake. The standard of living has 
moved to a place of primacy among our everyday 
concerns. It makes the costs of medical service an 
inescapable problem. The care of the sick can no 
longer be absorbed by the family; it becomes an 
item of expense in the budget. If it is a wage earner 
who is ill, there is a double cost: absence from work 
means loss of earnings, and bills are there to be paid. 
So medical service becomes a sheer economic neces- 
sity, for unless a man’s capacity to work is main- 
tained, he ceases to earn. Health thus becomes an 
aspect of the operation of the national economy. 

And within this urban, industrial, wage-earning 
society, men and women are becoming increasingly 
conscious of what they want. Our workers demand 
health as a condition of their livelihoods. They in- 
sist on adequate medical service at a price they can 
afford to pay, and in their newly won self-respect 
they will refuse all charity. 

Third, a changing medicine has not yet been 
adapted to its new world. The high objectives of the 
profession endure, for they are eternal, but they must 
be freshly applied. Our society cannot be served by 
an instrument designed to fit the family physician 
into the village community. Neither my time nor 
your patience will permit a prolonged analysis, yet 
two or three soundings will reveal the nature and 
contours of a very insistent problem. 

In the not so long ago the old-fashioned doctor 
could be depended on to administer medicine for the 
community. He could see to it that needs were met, 
service was adequate and costs were justly dis- 
tributed. The physician of today is in no position 
to discharge this office. His practice comprehends, 
not the whole community, but a mere fraction of it. 
If he is a specialist, the fraction is highly selective. 
And the whole body of physicians, each operating 
by himself, has no collective instrument by which 
it can apportion the totality of service in accordance 
with general need. Nor can it any longer take the 
specific responsibility of graduated charges. The 
sliding scale survives as a legacy from a simpler 


|| 
Vo 
1 


Vol. 231 No. 22 


society, and it has not yet been shaped to the cir- 
cumstances of modern life. In the large cities, and 
even in smaller places, there is something of a trend 
toward fashionable. middle-class or industrial- 
worker practice. Here obviously the sliding scale 
no longer operates, for different physicians serve 
persons in different income groups. 

It is far more serious that charges as a whole are 
quite out of accord with the ordinary standard of 
life. As medicine has advanced, its arts have be- 
come more intricate. Yet very little attention has 
been given toward making up-to-date facilities 
available at prices the common people can afford to 
pay. On the whole, it is not that physicians are 
paid too much; the statistics I have seen lead me 
to believe that remuneration is quite inadequate. 
It is rather that there is waste, a failure fully to use 
facilities, a lack in getting the most out of a trained 
personnel. 

The result is a national tragedy. The rich, who 
do not have to consider price, are often pampered 
with a medical care that they may not need. Paupers 
are often indulged with a service that rises far above 
their ordinary way of life. The great middle class 
finds charges on the whole quite above its ability 
to pay. As a result, a great part of the population 
tries to reduce its demand for medical service to the 
very minimum. A great volume of cases reach the 
doctors in an aggravated condition that in early 
stages could have been easily handled. A necessary 
service is often secured at the cost of a heavy debt — 
a fact that does not make for health. And a far 
larger part of the people than I like to admit never 
become your patients. 

Here, then, is challenge. The arts of medicine 
have advanced; the importance of medicine has 
been enhanced; it has become a necessity to the 
people and an essential in the operation of the in- 
dustrial system. It has outgrown the organiza- 
tion into which in days of petty trade it was cast. 
The demand is for a vaster, more comprehensive, 
more reliable medical service than exists at present. 
If an instrument of the common health can be pro- 
vided on terms the people can afford, the people will 
rejoice. If you do not help them to it, the people 
will seize on whatever agencies are at hand as a help 
in need. For the universal demand that the common 
health be served cannot much longer be stayed. 


* * * 


A new medical order is inevitable. Whether we 
shall cling to the old or create a new is not the ques- 
tion. The swift course of events has decreed that 
there can be no turning back. The question is 
rather what sort of medical order it is going to be, 
and whether it is the best that wisdom and knowl- 
edge can contrive. Like every promising venture, 
it has its hazards. Is it to be shaped by the best 
understanding that law, medicine, the social studies, 
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can bring to it, or is it to be constructed by amateurs 
in ignorance but with good intentions? 

I can understand how, in the face of a new ven- 
ture, you wonder whether change may not fail to 
constitute progress. I am certain that there will 
be serious loss if you sit on the side lines and allow 
whoever may come to power to shape this new 
medical order. 

As medicine gropes for a new organization, we all 
hear a lot about the doubts and fears of the pro- 
fession. Many doctors are fearful lest objectives 
that have been hard won and that they value highly 
be lost. Many do not see how things that to them 
are essential can be fitted into a new order. Let us 
run through a few of the current perplexities. 

A great many physicians are justly fearful that 
the quality of service will be compromised. From 
the profession I have frequently heard the argu- 
ment that when the Government undertakes to look 
after people’s health, the service rendered is in- 
variably poor. With this insistence on quality I 
fully concur. Nor do I dispute the fact that the 
new venture may provide a service that fails to meet 
the standards of the profession. But I cannot follow 
the argument that a causal relation exists between 
governmental auspices and poor medicine. The 
truth is that a new system brings medical care to 
hosts of people who before have had no access to it. 
For them there can be no falling off in quality; there 
has been no service to fall off in quality. But under 
a new system the provision of doctors and facilities 
almost always falls short of the new and enlarged 
demand. As a result, doctors with exacting notions 
discover much with which they can find fault. 

But let us be fair and place the blame where it 
belongs. The shortcomings are not necessarily due 
to the new system. They are probably caused by 
a shortage of personnel and equipment with which 
to work. It is hardly wise to blame untried arrange- 
ments when there is a scarcity of doctors, nurses, 
clinical facilities and drugs. No system can discharge 
its obligations if it lacks the men and materials with 
which to carry on. 

Much is said, too, about the maintenance of a so- 
called “personal relation” between doctor and 
patient. Like the law, medicine is practiced by 
persons and is practiced on persons. The patient 
may be served by one or a number of physicians; 
the contact may endure for a single call, over a 
stretch of time or for a long period of years. But 
in the practice of the profession, there is no escape 
from a personal relation. The law has made this 
clear beyond a reasonable doubt. Not so long ago a 
declaratory judgment was sought in the District 
of Columbia against the Group Health Association. 
The action was brought in behalf of the Medical 
Society of the District of Columbia, which argued 
that a corporation could not legally engage in the 
practice of medicine. The Court replied that med- 
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icine can be practiced only by physicians and that 
the Group Health Association, a corporation, did 
no more than furnish the auspices under which 
physician and patient were brought together. What- 
ever the character of the organization, the relation 
is in essence personal. 

An oft-repeated variant of the same theme is the 
insistence on the right of the patient freely to choose 
his physician. As a patient I am quite willing to 
have this right qualified for my own good. A well- 
recognized principle of economics has it that free- 
dom of choice should be limited where the consumer 
is not a proper judge of the quality of the ware. If 
there is one field where freedom of choice should be 
qualified, it is medicine. For medicine is not one 
thing but many things. Its services are of a highly 
technical character. If we are downright honest, 
you and I know that the layman possesses neither 
the facts about the distinctive competence of par- 
ticular physicians nor trustworthy norms to guide 
his judgment. In a matter of medicine, I am not 
foolish enough to trust my own choice — and a check 
with some of my lawyer colleagues indicates that 
they agree with me. I have over the years, through 
the devious ways by which a layman gets a little 
practical knowledge, discovered a physician or two 
whose judgment I have reason to trust. And with 
me it is their choice, not mine, that goes. 

How many patients have walked into your office 
whose ailments have been aggravated by an ama- 
teur’s choice of a physician? If for a moment I can 
be quite rash, I venture to say that in medicine, 
competence does not wholly accord with ability to 
attract patients, as in law it does not always rest on 
ability to attract clients. List, if you will, the six 
physicians in your city in whom you repose the 
greatest confidence. Let me, from the records of the 
Bureau of Internal Revenue, list the six who have 
the highest incomes. It is dollars to doughnuts that 
the lists do not match. People go to the Johns 
Hopkins Hospital or the Mayo Clinic not to be 
treated by a particular doctor but to secure skillful 
service. A personal choice, for that matter, can be 
secured even under state medicine. But far more 
important to the patient is the assurance of a high 
standard of competence. 

Nor is wide-open freedom fair to the physician. 
He should on sheer merit advance in his profession, 
but in all justice his work should be judged, not by 
the laity, to whom medicine is still a mystery, but 
by men of his craft, who can distinguish brilliant 
from routine work. “The free choice of a physician,” 
I fear, has become a shibboleth that will not 
stand analysis. 

And candor compels me to say that I feel much 
the same about the argument that group practice 
robs the physician of his incentive. In its usual form 
it runs that if a man is on his own, he will give his 
best; if he works for a salary, he will put in his hours 
and let it go at that. The age-old traditions of your 
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honorable profession deny the truth of such an 
argument. Your code of medical ethics has always 
elevated the relief of suffering above the pursuit of 
gain. Its purpose has always been to save the phy- 
sician from avarice, one of the seven deadly sins. 
It has long been a canon of yours that service is 
to be given to rich and poor alike, that quality is not 
to be tempered to the ability of the patient to pay. 
My limited experience indicates — and a number of 
colleagues to whom I have put the question concur — 
that the mightiest urge to which the physician re- 
sponds is the pride, the drive, the keeping faith with 
his calling. A doctor cares, and cares mightily, 
about the respect of his fellows. A friend of mine 
tells me of his oculist, who insisted he should stop 
in Baltimore and consult an oculist there. My 
friend, professing himself satisfied, saw no occasion 
for the consultation. Finally the oculist said: “Do 
I have to be brutally frank? I’m damn proud of 
that operation on your left eye; Doctor is my 
old teacher, and I want an excuse for him to take 
a peek at my work.” You know better than I that 
a conscientious and resourceful physician is not, 
if he can help it, going to allow a case to lick him. 
And, if the case is tough and he loses, it hurts. 

Now, I do not say that material things are to the 
doctor of no account. Like the judge, the lawyer, 
the engineer, the university professor, he has a 
right to demand advancement, security, an income 
adequate to his standard of life. For the professional 
man such things are necessities. Without them the 
physician is not in a position to give his best. 

But such values depend on no single way of or- 
ganizing medicine. To say that a doctor will give 
his utmost if he acts as his own business agent, 
and that his incentive will be stifled if he receives 
a salary, is not borne out by experience. The time 
was when the great scientific advance was the work 
of the solo inventor. Today the most creative of all 
work — the progress of science and the useful arts — 
is the product of men on salary. In the large offices 
the great mass of lawyers now work on salary, and 
work as hard and as heroically as the youngster 
who used to flaunt his own shingle in the breeze. 
It is true that the chance to become a partner is a 
prod, but I should not rank it overly high, for work 
equally as good is done by the lawyers in the 
Government, where no such opportunity exists. 
In our institutions of higher learning, research as 
well as teaching falls to salaried employees, and 
there you will observe an interest, an excitement, a 
devotion to duty, an urge to be up and doing. And, 
to return to medicine, how many thousands of our 
best doctors are today giving their all without stint 
in the service of the Army and the Navy? 

Ambition, security, income, are necessary things. 
They have in every age and among the most varied 
conditions of society driven men to accomplish- 
ment. If I were a youngster, I should rather leave 
the series of judgments that shape my career to men 


| 
Vo 
1 


Vol. 251 No. 22 


of my own profession than attempt to get ahead 
by translating my skills into the art of winning and 
holding patients. And, most important of all, why 
is it, I ask you, that doctors are troubled by this 
doubt when university professors, lawyers in public 
service, officials who make of government a life- 
work, never even raise the question? And why is 
it that, when the Government of England first 
undertook to offer medical service, there was quite 
a chorus that viewed with alarm the loss of incen- 
tive, whereas today such a doubt remains unvoiced? 
It is easy enough to answer the argument that a 
salary will kill the urge to serve; it is hard to under- 
stand why the question is ever asked. 

It is too late to turn away from that fearful sub- 
ject of the state as employer, for I am already dis- 
cussing it. As for myself, I have no more fear of a 
venture of the state into medicine than I have of a 
venture of the state into law. The venture into law 
is old — judges, public counsel, prosecuting attor- 
neys, are examples. The venture into medicine — 
the pauper and the criminal aside — is new. But 
the traditions and high standards that have long 
operated in one realm can be established in the 
other. The Government, in most of its activities, 
has adhered to a very high standard of professional 
competence. If for a moment I may be personal, 
I have experienced the practice of law in a large 
private New York office and in the Department of 
Justice. The Government has never imposed on 
me restrictions that I have felt to be a burden. If 
anything, I have enjoyed a greater freedom than 
I could have had in a private law office. It is true 
that frequently my own judgment is tempered by 
the opinions of my colleagues, but usually a “‘con- 
sultation” — as you call it—leads to a sounder 
decision than any one of us alone would make. 

You are right in insisting that high standards of 
medical care must not be compromised, but stand- 
ards are a professional matter. Their chief depend- 
ence is on adequacy of resources. They are not in- 
herent in any type of organization. Your current 
ways, as well as state medicine, have their insidious 
dangers. And, since comparative merits are at issue, 
I am not content with any argument that points out 
vices in the one without looking at the faults of the 
other. As it is now practiced, medicine is exposed 
to the corroding ways of business. Witness the 
recent exposure of fee splitting in the City of New 
York. Under another dispensation it may be exposed 
to the strange ways of politics. Which is the 
greater temptation, I am not able to say. But 
politics is a thing from which no activity of man 
is free. It can be employed to achieve holy as well 
as unholy results. And the state is not, as some of 
my physician friends seem to fear, a ward heeler 
telling the doctor how to practice. 

I am not, mind you, presenting a case for or 
against the prevailing system, state medicine or 
any particular medical order. There is, as I said 
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in the beginning, no such question as “private prac- 
tice” versus “socialized medicine,” for practice is 
never private and all medicine has a social function. 
The question you and I face is harder, more in- 
tricate, far more detailed, than any such antithesis 
suggests. First of all, you must ask what you want 
medicine to do. That is easy: to furnish to the whole 
population an adequate service of quality on terms 
it can afford. Next, you must contrive ways and 
means for seeing to it that the great variety of serv- 
ices we call medicine are called into play to serve 
the common health. Next, you must set up pro- 
tections against the hazards that you and I see so 
clearly. And finally, all these arrangements must 
be brought together into a going organization. Such 
a result is not to be attained by an act of faith or a 
single trial. The conditions of health vary from 
city to country, from section to section. The needs 
of the people as locally felt must be met, and this 
means variety, flexibility and capacity for adapta- 
tion. It means, seek — honestly, objectively, cour- 
ageously and ye shall find; knock at many doors 
until the right ones shall be opened to you. 


* * * 


Thus there is no royal road to a modern medical 
order. And thus the system we seek is no choice 
between “private practice’ and “socialized med- 
icine.” For in following his private calling the phy- 
sician is fulfilling a social service; in medicine, 
“private” and “social” have always been and always 
will be associated. And the terms, so frequently set 
down as opposites, have only the most evasive con- 
tent. Private practice has no stabilized form; the 
private practice of the country doctor who rode 
his nag, did his rounds, was monarch of all he sur- 
veyed, is not the private practice of a modern 
urologist. And socialized medicine embraces systems 
as distinct as the charity of the medieval church, the 
Royal College of Physicians, the clinic of a modern 
university, a bureau of public health and the Rus- 
sian way. You can no more get anywhere with such 
terms than you can practice your profession with a 
general concept of “‘disease’’ as your stock in trade. 

The question demands, not an easy answer, but 
painful, constructive, detailed thought. It demands, 
too, an indulgence in downright trial and error, 
without which nothing worth while emerges. A few 
experiments — far fewer than the length and 
breadth and depth of the subject demand — have 
been blazing fresh trails. An increasing number of 
physicians have enjoyed practice on their own and 
on salary and are prepared, from experience rather 
than in speculative terms, to assess debits and 
credits. In my pocket I have a letter from one such 
physician who sets down an illuminating com- 
parison by no means to the disadvantage of salaried 
work. 

And, last but most important of all, the war has 
given a quick step to a trend long in the making. 
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A host of physicians now in service are conscious 
of the shortcomings of “‘military medicine” and have 
scores of suggestions concerning how it can be im- 
proved, but they have become aware of the tremen- 
dous possibilities that inhere in a medicine directly 
organized to perform its function. And millions of 
soldiers, returned from the front, are going to de- 
mand for themselves and for their families the in- 
struments of health to which they are entitled. 

The course of events moves fast, and to me a 
new medical order seems inevitable. My fear is not 
that we shall not get it— an awakened public, 
sparked by our veterans, will see to that. My fear 
is that we shall not bring to its creation all the 
knowledge, wisdom, understanding we possess. A 
reference to the Wagner-Murray-—Dingell Bill will 
make my point. About its intent and objectives 
there can be for me no dispute. Its detail of pro- 
visions, however, may or may not fall short of its 
purpose —I do not know. On ways and means I 
am open to argument in behalf of something that 
is better. In respect to the necessity of distributing 
the cost of protection against ills I am wholly con- 
vinced, and I think the American people is adamant. 

The medical order that our stalwarts defend has 
already ceased to exist. A new medical order will 
come to be even if we do not will it — even, in fact, 
if we stubbornly resist it. For the medical order, 
like other institutions, cannot insulate itself against 
the impinging culture. It must make its response 
to the great pulsing tides that everywhere else enter 
our national life. The wiser physicians know that 
sheer opposition is not going to hold back the tide. 
They are putting forward — it seems to me a little 
timidly — proposals of their own. The other day 
the medical society right here in St. Louis voted 
approval of a plan for prepaid medical care, and the 
papers stated that a minority of doctors thought it 
did not go far enough. Timidity must be replaced 
by high resolve, and I am afraid that a very old 
adage that goes back at least as far as ancient 
Egypt applies here: “If you can’t stop a movement, 
join it.” 

And, quite seriously, the doctors’ joining is essen- 
tial to the movement’s salvation. The organiza- 
tion of medicine is an affair of a couple of shops. 
It is a job for the craftsman in social order, but it 
must be shaped to the very life of the medical service 
it has to offer. If doctors oppose, or stand on the 
side lines, the layman will create a medical order 
that may prove to be indifferent or even blind to the 
values doctors prize most. If the doctors assume a 
role in creation, they can see to it that no com- 
promise is made with the standards of the profession. 

The problem thus becomes one of creation. In 
respect to a long detail of questions — the selection 
of personnel, the standards of care, the carrying of 
risks, the methods of payment, the ways of re- 
muneration — a score of ways are open. The form 
of organization may follow an agency of state, 
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the university pattern, the hospital setup or a com- 
bination of devices derived from all these. The 
government may dominate the system, become one 
of a number of parties to its management or be ex- 


‘cluded from it altogether. The venture may fall 


into the legal form of a public-health authority, a 
nonprofit-making corporation, a series of independ- 
ent or interlocking corporations, a group of con- 
sumers co-operative, a mutual association of the 
profession and the laity or still something else. Its 
direction may be lodged with a tripartite board, 
representing the government, the public and the 
profession, or the public and the profession, free 
from governmental interference, may assume joint 
responsibility. It may or may not be state medicine; 
it cannot escape being social medicine. 

It is man for whom medicine exists. Its function 
must be to keep a whole people in health. The 
doctor must be the focus, but on his office a host of 
unlike services must converge. He must not stop 
with asking, “Of what is this man ill and what can 
I do about it?” He must also inquire, “Why and 
how did this man become ill in the way he did?” 
The quest leads beyond cure to all the conditions 
on which personal well-being depends. For food, 
clothing, housing, recreation, family, occupation, 
social life, are all terms in the equation of health. 
Nor must man’s habitat be forgotten, for adaptation 
is the requisite of the life process. Many arts must 
converge into the new medicine; prevention, sani- 
tation, the public health, must become a part of it. 
At its hub must stand the doctor; it is he who must 
direct this vast apparatus of skills, specialized per- 
sonnel, facilities to the service of the human being. 
The medical order that I suggest — and that which 
the American people are going to have — will be 
vaster and mightier than anything we now know. 

Such a medical order, it seems to me, should be 
hailed enthusiastically by the physician. In respect 
to professional matters his word will go. His oppor- 
tunities for service will be greatly enlarged. He will 
have access to facilities that only the exceptional 
physician can now afford. A shift in work now and 
then will keep him alive in his profession. He can 
occasionally get away for further training. And 
above all he ought to be better able to turn his 
clinical work to permanent account. 

In an abstract way I recognize the values of 
ivory-tower research. But after all, the heat of the 
daily round has its own contribution to make. In 
the last five years Antitrust Division of the Depart- 
ment of Justice has perhaps done more to blaze a 
path for the law than has any law-college faculty 
in the land. The result has not been due to any un- 
usual ability of the men in this division; they have 
simply been on the firing line and have had an 
opportunity to turn their clinical work to account. 
To me it seems that one of the great shortcomings 
of the prevailing medical system is that the prac- 
titioner is kept so busy with his patients that he 
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cannot translate his work into medical discovery. 

Thus, in the end, I return to my beginning. | can 
hand you no ready-made medical order on a silver 
platter. If I could, it would do you no good. I 
can only suggest to you, whose minds have long 
been busied with the subject, some reflections of 
a man of another profession. And I am positive 
that a service adequate to the times cannot be 
brought into being without the doctor’s creative 
participation. As doctors and patients we face a 
crisis, and my appeal is to the ancient wisdom of 
the profession. The ends of medicine remain un- 


MEDICAL PRACTICE — KRE'TSCHMER 


729 


changed; ways and means must be found to adapt 
its practice to the conditions of present-day society. 
A new organization must be created that an ancient 
mission be not lost, that once again medicine shall 
be available to all in need and that charges shall be 
graduated in accordance with ability to pay. 

An instrument of the common health, such as 
never before has been offered to a people, is within 
our reach. This is no time for petty doubts and 
timid moves. In the face of a national challenge 
we must — as one of our great jurists said of the 
law — let our minds be bold. 


A UROLOGIST LOOKS AT CHANGING TRENDS IN MEDICAL PRACTICE* 


HerMAN 


KretscuMeR, M.D.F 


CHICAGO: 


HEN your president invited me to take part 

in your program and suggested that I talk 

on this subject, I wondered what he had in mind. 

Does the urologist who looks through the cystoscope 

have a point of view different from that of any other 

practitioner of medicine? I believe that he should 

not have. After all, these social trends are of vital 

interest and importance to every physician in this 

country, be he general practitioner, specialist, re- 
search worker or teacher. 

“Public health is the musical instrument easiest 
for the welfare worker to play, and the softest chord 
is the venereal problem. They not only are able to 
stir the sympathies of the public, but also can arouse 
it to supporting the movement through fear of in- 
fection.””’ Thus spoke Dr. James A. Gardner in his 
chairman’s address before the Section of Urology 
at the seventy-third annual session of the American 
Medical Association held in St. Louis just twenty- 
two years ago. He was one of the first among our 
members to interest himself in the early mani- 
festations of these beginning social trends. 

It is interesting to reflect that at this annual session 
of the American Urological Association in St. Louis, 
a part of the program is being devoted to a con- 
sideration of social trends from the urologist’s point 
of view. Unfortunately, many specialists have been 
indifferent to impending social trends. Their aloof- 
ness to the many problems of medicine and their 
lack of interest in the work of their county and state 
medical societies and in the activities of the Ameri- 
can Medical Association are difficult to understand. 
This is not to say that they have not been interested 
in their respective special societies, both local and 
national. The specialist and his special society have 
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done much toward improving his type of practice 
and increasing the scope of knowledge along his 
own line, and have contributed to the training of 
future specialists and to the rendering of better 
medical care to the people of this country. 

No one will say that this great organization has 
not met all its obligations in the fullest possible 
manner, and no one will question the statement that 
nowhere in the world is urology on so high a plane 
as it is in this country. Nor will he deny the state- 
ment that the people of the United States receive 
the best urologic care that it is possible to obtain —- 
and this under the present system of practice, with- 
out regimentation and socialization. I should, how- 
ever, like to have each member of this association 
ask himself these questions: How many times have 
I attended my county medical society meetings in 
the last five years? How many meetings of my state 
and the national association have I attended? What 
have been my contributions to the work of the 
American Medical Association and its component 
societies, besides the presentation of scientific 
papers? 

I am reminded of Dr. Frank Billings’s statement 
made to me in Dallas at the meeting of the American 
Medical Association in 1926. He told me that he 
had been a member of the association for forty- 
five years and had attended forty-four annual 
sessions. This is an example to be followed by every 
physician in this country. 

I should like to point with pardonable pride to 
the activities of some of our colleagues in the House 
of Delegates of the American Medical Association. 
Although I cannot mention all of them, I should 
like to mention some of the old wheel horses who 
have taken an active part in this representative 
body: Abell, Bandler, Braasch, Cameron, Crockett, 
Hamer, Low, Parke, Sargent, Smith, the late Terry 
Townsend and others. In my travels throughout 
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the country I am pleased to see more and more 
urologists taking an active part in their county and 
state societies. 

Unfortunately, in this country there is a fetish 
for passing laws. People seem to think that by 
simply passing a law all will be well. And they never 
seem to learn. Note the miserable failure to regi- 
ment the drinking lives of the people represented 
by the Volstead Act. No disease is cured by the 
passing of a law. Diseases are cured and eradicated 
by research, medical education and treatment, and 
not by regimentation. All the laws on the statute 
books failed to eradicate venereal diseases, but now, 
as you know, effective drugs are available. I re- 
cently heard Admiral McIntire state that the 
venereal diseases are no longer a problem in the 
Navy. When, as a result of medical education and 
research, specific remedies have been discovered 
and their use by physicians has been established, and 
when their use does not entail a protracted period of 
treatment, the co-operation of the patient is readily 
obtained and the results are almost miraculous. 

The regimentation of the people and the phy- 
sicians has never solved any medical problem. Un- 
fortunately, regimentation only makes matters 
worse. The various attempts to regiment the medi- 
cal profession are only a steppingstone in the regi- 
mentation of the entire country. Many citizens 
are now keenly aware of the dangers that will follow 
such a procedure if applied to the medical profession. 
Once the medical profession has been regimented, 
the other professions, as well as commerce, industry, 
newspapers, communications and other activities, 
may share a similar fate. Note, if you will, the 
detailed study given to the Wagner—Murray- 
Dingell Bill by the American Bar Association. 

I do not need to call your attention to the fact 
that under regimentation medical education and 
research always suffer, that the quality of medical 
service to the patient deteriorates and that the cost 
of the service always goes up owing to an ever-in- 
creasing bureaucracy. Some years ago from 51 to 
53 per cent of the payments into the Kranken Kassen 
in Germany went for administration and the re- 
mainder for all phases of medical care. 

Under the present system of practice in the United 
States the span of life has been increased to sixty- 
five years; maternal deaths have reached an all- 
time low despite the fact that over 3,000,000 babies 
were born last year and that over 58,000 physicians 
were in the armed forces. Infant mortality was 
never so low. Diphtheria, typhoid fever and other 
acute infections are practically nonexistent. Tuber- 
culosis, which has always shown an increase in 
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every war and after it, has also reached an all-time 
low. Surely the physicians of this country can be 
proud of their achievement. It behooves the people 
to stop, look and listen before they abandon the 
type of practice that has given them the best medical 
care possible. Do the “do-gooders” believe that 
they can improve on the results? 

There are isolated areas in this country in which 
there is need for the extension of medical services, 
and the medical profession has always been and is 
now ready to improve such situations. These needs 
are purely local and can be taken care of on a local 
basis. Because of these local problems, which can 
be corrected, there is no justification for abandoning 
completely the finest medical service in the world. 

It is incumbent on every physician to acquaint 
his patients with the dangers of the regimentation 
of medical practice. Every physician must devote 
a certain amount of time every day to informing 
his patients just what this means in the way of 
deterioration in the quality of medical care, the 
limitation of his choice of physician and the in- 
creased cost in the form of increased taxes. I believe 
that once the patient has been educated so that he 
understands the implications, he will be loath to 
give up the best medical service that any nation 
has ever enjoyed. 

The medical profession has never been static. It 
is keenly aware of the importance of increasing the 
distribution of good medical service to all the people. 
In order to study this problem, the House of Dele- 
gates recently established the Council on Medical 
Service and Public Relations to study and analyze 
the various plans that are now in operation and to 
make available the highest quality of medical care 
to all the people. Many of you no doubt are familiar 
with these various plans, and I need not discuss 
them with you. Not only is the medical profession 
interested in this subject, but industry and the in- 
surance companies have given this subject much 
study and consideration. 

I believe that it would be most fitting to express a 
word of greeting in the form of a message to the 
members of this society who are now in the armed 
forces. From the letters of a good many who have 
written to me, they are wondering what kind of 
world they are coming back to. It was the impres- 
sion of the 58,000 doctors who went into the armed 
forces that they were fighting to free the world of 
regimentation, in other words, to free the world of 
dictators and to preserve the American way of life. 

The question of regimentation of the medical 
profession and the patient is one that concerns every 
physician as well as every citizen of this country. 
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CARDIOLOGY: THE NORMAL HEART IN OLD AGE* 
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R some time the aging of the population has 

been a matter of concern to many. In 1940 
approximately 9,000,000 persons, or 7 per cent of 
the population, were sixty-five years of age or 
older,! whereas a study of the trends indicates 
that in 1980 approximately 22,000,000, or 14 per 
cent of the anticipated population will be sixty- 
five or more years of age. This proportion will be 
reached earlier in some countries, owing to the 
losses of young manhood in the present war. It 
is of importance that life expectancy, for the in- 
creasing number of persons reaching old age has 
not increased since 1900 (Table 1). Thus, al- 


Tasie 1, Expectation of Life for White Males in the United 


States (adapted ‘from Dublin?). 


PERIOD EXPECTATION OF LIFE 
AT BIRTH ATAGES5O atraGe60 arace70 
yr. yf. yr. 
Sree 48.23 20.76 14.35 9.03 
1939 62.60 21.08 14.36 9.03 


though more men and women in this country are 
living longer, they succumb to invalidism? and 
death at rates that have been unaffected by general 
medical progress. 

Although the general social aspects of this situa- 
tion!3+4 need not be discussed here, it is apparent 
that methods of prolonging the period of productiv- 
ity of the aging population are becoming increasingly 
important. This involves further studies of disease 
in the aged, in order that preventive medicine® and 
effective therapeutics may be applied. Studies 
related to old age have been recently undertaken 
on a large scale,®*? and books," a journal and 
symposiums!*!8 devoted to gerontology and geri- 
atrics have appeared. 

It has long been known that death from gradual 
decay is extremely rare and may indeed be non- 
existent.!**! Diseases of the cardiovascular system 
constitute the main cause of death in the aging. 
Vital statistics indicate that heart disease is respon- 
sible for 25 to 50 per cent of all deaths,” and 
autopsy data are in agreement.** Many excellent 
contributions to knowledge of the heart in old age 
have been made in the past few years, but a basic 
difficulty in most studies of this sort is the decision 
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concerning which changes constitute disease and 
which are those of normal senescence. It is the pur- 
pose of this review to summarize the accumulated 
knowledge bearing on the normal heart in the aged. 


ANATOMY 


Heart weight. The absolute weight of the heart 
is said to diminish with age,*’ although the ratio 
of heart weight to body weight increases, accord- 
ing to Miller?® and Gray.2? Other authors, 
including Sagebiel.** point out, however, that 
atrophy does not occur. Rosahn,*® in a study of 
187 men with normal hearts at autopsy, found a 
significant correlation between age, body weight 
and heart weight. He derived the formula: age 
(in years) plus 3 times the body weight (in kilo- 
grams) plus 100 equals the heart weight. He con- 
cluded that a diagnosis of cardiac hypertrophy was 
justified when the observed heart weight exceeded 
by more than 77 gm. (approximately 20 per cent 
of the mean weight for the entire group) the esti- 
mated heart weight. Willius and Smith,®° using a 
height-body weight method for estimating the 
normal, found approximately one third of a group 
of 376 patients seventy to ninety-nine years old to 
possess hearts with normal weights. In the remain- 
der the excess cardiac weight could be explained as 
consequent to disease processes, such as hyper- 
tension, aortic stenosis, adherent pericarditis and 
myocardial infarction. It should be pointed out 
that their upper limit of normal weight is low 
(294 gm. for males, and 250 gm. for females). 
It is apparent that there are as yet too few data 
concerning normal heart weight in the older age 
groups to permit a conclusion concerning the 
occurrence of hypertrophy as part of the aging 
process unrelated to disease. 

Gross changes with age. The pericardium tends to 
become opaque, particularly over the surface of the 
base of the right ventricle. The apical portion of 
the left ventricle is said to decrease in size.3? Sub- 
pericardial fat tends to increase along the grooves 
of the coronary vessels, especially in the auriculo- 
ventricular groove at the base of the right auricle. 
The valves become more rigid; calcium may be 
deposited in the mitral and the aortic ring, with 
calcification of the annulus fibrosis. The sinuses 
of Valsalva become deeper. Karsner*’ has pointed 
out that the latter changes may be due to earlier 
inflammatory disease, with a loss of its identifying 
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features. Willius and Smith?® found 93 per cent 
of hearts from 381 persons aged seventy or more 
to present varying degrees of valvular sclerosis, so 
that these changes should be considered normal. 
Calcific aortic stenosis*?5 and mitral stenosis of 
rheumatic origin®® have been reported in elderly 
patients who reached advanced ages without suffer- 
ing any ill effects from their previously acquired 
valvular disease. 

Microscopic changes with age. The microscopic 
changes of involution have been well summarized 
by Warthin®’: there is a loss of power of cell division 
with fewer mitoses, a quantitative atrophy with 
fewer and smaller cells, condensation of the chro- 
matin of the nucleus, nuclear pyknosis, vacu- 
olation and karyolosis, and lipoid deposition in the 
cytoplasm may be observed. It should be stressed, 
however, that such changes are usually most 
marked where the blood supply is insufficient.** 
The striations tend to disappear about the nuclei, 
and an increased amount of pigment may be ob- 
served at the poles of the muscle cells. The con- 
ducting system is unaffected by the general atrophy. 
Hyaline fibrosis, with a loss of water, is said to 
occur, but Hastings et al.,3® studying the water 
content of the left ventricular muscle in puppies and 
adult dogs, found no differences. Miller and Perkins*® 
showed an increase in thickness of the left atrial 
endocardium and a striking increase in elastic tissue 
fibers, mainly in the auricles but also in the ven- 
tricles. Finally, vascular changes such as athero- 
sclerosis, loss of elastic tissue and muscle cells, and 
calcium deposition are frequent. 

Coronary arteries. Whether arteriosclerosis is to 
be regarded as a senescent change or due to some 
disease of unknown origin is unsettled. Hirsch 
and Weinhouse* point out that even when only 
the media of the aorta are taken (avoiding adven- 
titia and the variation with disease in the intima), 
there is an increased percentage of lipids, par- 
ticularly cholesterol esters, with age. In a study 
of routine blood cholesterols and cholesterol esters 
in 150 persons with a mean age of seventy-seven, 
60 per cent had levels higher than 200 mg. (40 per 
cent free).42 The lipid deposits in atherosclerosis 
seemingly result from nonselective deposition of 
plasma lipids. It is, however, peculiar that 
cholesterolemia such as is seen in diabetes mellitus 
or totally thyroidectomized individuals may be 
associated with normal coronary arteries. The 
absence of arteriosclerosis in the Chinese, who 
not only eat a low cholesterol diet but, as Snapper 
points out, have low blood cholesterol values, may 
be explained in part by the age of the patients 
studied. 

Whether or not coronary arteriosclerosis is a 
disease, it is a striking fact that occlusions are found 
in 40 per cent of males over fifty-five years of age. 
Thus, as age is prolonged, there is a tendency for 
completely healthy coronary arteries to become 
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fewer and for progressively severer changes to 
appear.“ In Akerson’s*® series the peak of fre- 
quency of disease was found in the ninth decade in 
men and in the eighth in women. On the other 
hand, healthy coronary arteries are not unusual in 
old persons.46 The development of anastomoses 
does not occur with progressive age, and this may 
explain in part the increased mortality in initial 
attacks of myocardial infarction in old persons. It 
is of some interest that no correlation between 
changes in the radial artery and coronary-artery 
disease exists‘?; in marked cases of the latter the 
radial arteries may present a minimal degree of 
arteriosclerosis, both anatomically and clinically. 


PuysioLocic CHANGES 


Pulse rate. The pulse rate is said to increase 
slightly in persons above the age of sixty-five.‘ 
Humphry*® noted an average pulse rate in women 
over eighty of 78 to 79, while in men it was 73. 
In 52 centenarians the average pulse rate was 74 
to 75. 

Carotid sinus. The carotid-sinus reflex becomes 
more sensitive with age.5° Sigler! has attempted 
to use the degree of sensitivity as a test for the 
presence of coronary-artery disease and angina 
pectoris. Although it is true that many patients 
with angina pectoris have a sensitive carotid sinus, 
approximately a third do not. 

Cardiac output. Lewis® found no change in 
cardiac output in 100 men aged forty to eighty- 
nine. Thus the mean cardiac index, the cardiac 
output (in liters) divided by the surface area (in 
square meters), was 2.3 in the eighth and 2.2 
in the ninth decade respectively. Two persons 
aged ninety-one and one aged one hundred and one 
had indices between 2.0 and 2.3. The small decline 
is due to a drop in oxygen consumption in the aged. 
Previous observers had noted in older persons a 
lessened oxygen consumption. 55 The normality 
of the cardiac output at rest is, however, no index 
of the heart’s ability to act under stress. 

Vital capacity. Several studies on the effect of 
aging on the vital capacity show that this measure- 
ment is only slightly decreased from forty to fifty 
years, with a rapid and progressive decline in the 
older age group.°¢*8§ Thus the vital capacity of 
otherwise healthy men in the ninth decade of life 
is found to be about half the accepted standards.5*57 
A similar decrease in older men occurs in total lung 
volume, with a concomitant increase in residual 
air and mid-capacity (functional residual air).58 
The alterations in respiratory dynamics are a 
reflection of other changes in structure and function 
that occur with aging, namely, degenerative changes 
in the thorax and spine, with limitation of respira- 
tory excursion, obesity and elevation of the dia- 
phragm and loss of elasticity of the lung parenchyma 
and bronchial tree. If these anatomic changes are 
accepted as part of the process of normal aging, 
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then the changes in respiratory measurements 
that they produce must be interpreted as normal, 
and standards must accordingly be corrected for 
age. This is essential for the clinical interpretation 
of these measurements, since the changes of aging 
and of cardiorespiratory disease are in the same 
direction. 

Acid-base balance. ‘There are no_ significant 
changes in acid-base balance. Thus 33 of 50 per- 
sons aged seventy or over studied by Dogliotti and 
Santi5® had a normal blood pH. The remainder 
showed changes in pH to the side of either un- 
compensated acidosis or alkalosis. With exercise 
in old persons, however, there may be an abnormal 
accumulation of lactic acid and a decrease in 
alkaline reserve, indicative of an inadequate in- 
crease in cardiac output during exercises, that is, 
a lessened cardiac reserve. 

Venous pressure and circulation time. The venous 
pressure is normal in the aged.®® 6 The circula- 
tion times, as measured with the fluorescein® and 
cyanide®™ methods, show a definite trend toward 
slower rates with increasing age, but they remain 
within the normal upper limit of 20 seconds. On 
the other hand, the velocity of blood flow through 
the lungs shows no constant relation to the age of 
the patient.® 

Velocity of pulse wave. Studies of the pulse wave 
velocity of the radial artery and the aorta showed 
an increase with age.™-®* This is associated with a 
decrease in elasticity, which may be halved at the 
age of sixty. 


CLINICAL EXAMINATION 


False diagnosis of heart disease. A diagnosis of 
congestive heart failure in the aged based on 
dyspnea, slight cyanosis, basal rales and a palpable 
liver edge is too frequently made. Pulmonary 
diseases such as emphysema, pulmonary fibrosis, 
mild chronic bronchitis and atelectasis are, on the 
contrary, much oftener responsible for these symp- 
toms and physical findings. Peripheral edema, 
particularly that occurring as an isolated finding, 
is more usually due to nutritional deficiencies, vari- 
cose veins, intra-abdominal tumors and obesity 
than to congestive heart failure. Chest pain, 
consequent to cervical or thoracic osteoarthritis, 
hiatus hernia or gall-bladder disease, is too fre- 
quently labeled angina pectoris. A careful history 
is usually all that is needed to differentiate these 
conditions. 

Heart size. A normal-sized heart, although it 
does not exclude the presence of coronary-artery 
disease and angina pectoris, does rule out most 
other forms of cardiac disease. In the aged it is 
difficult, however, to be sure of the heart size by 
percussion and palpation. Emphysema probably 
imposes the greatest difficulty in this regard. A 
clearly hypertrophied heart, as evidenced by an 
apex impulse beyond the midclavicular line or a 
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corresponding left-border dullness, is not normal. 
Dullness to the right of the sternum may be evi- 
dence of enlargement or dilatation of the right 
side of the heart. An abnormal band of dullness 
at the base (over 6.0 cm.) is evidence of ectasia of 
the aorta. 

Heart tones. The heart tones are decreased in 
loudness in the aged.67 Emphysema probably plays 
a role in this phenomenon, although Garguilo and 
Allende®* say that there is a physiologic decrease 
in the intensity of the heart sounds in old age. 
Changes in the tones, such as accentuation and dis- 
appearance of the second aortic tone, have the same 
significance in the aged as in younger persons. 
Accentuation of the second pulmonic sound is 
indicative of pulmonary hypertension. 

Heart murmurs. It is apparent from a considera- 
tion of the anatomic data previously cited that 
soft systolic murmurs at the mitral or aortic area 
might be expected to be heard in many older people. 
A loud mitral systolic murmur, however, must be 
interpreted as due to dilatation of the mitral ring, 
secondary either to ventricular dilatation or to 
changes in the mitral valve; an apical diastolic 
murmur is, as in younger persons, diagnostic of 
mitral stenosis. Aortic stenosis, a frequent lesion 
in the elderly, may be diagnosed when two of the 
following three signs are present: a systolic aortic 
murmur over the aortic area transmitted to the 
neck or precordial area, or both (calcium deposits 
are said to produce a rasping or musical quality to 
the murmur); a systolic thrill in the aortic area 
that may be brought out by bending the patient 
forward; and an absent or diminished second aortic 
tone. Willius* has divided calcareous aortic stenosis 
into four grades anatomically and clinically. A 
division into only two groups is probably more 
useful. The severe grades of calcareous aortic 
stenosis showed marked cardiac hypertrophy: a 
loud, rasping systolic murmur heard over the entire 
thorax and loudly transmitted to the carotid ar- 
teries, a coarse systolic thrill anteriorly in the second 
and third right interspaces, an absent second aortic 
tone, an aortic diastolic murmur in a third of the 
cases and, if aortic insufficiency and hypertension are 
absent, a small peripheral pulse and low pulse 
pressure. The milder grades of calcareous aortic 
stenosis presented a rough and fairly loud murmur 
heard best in the aortic region and transmitted 
usually into the carotid arteries. There was usually 
no accompanying systolic thrill or change in the 
aortic second tone, and cardiac hypertrophy was 
slight or absent. It should be stressed, however, 
that these findings were based on hearts showing 
definite calcareous aortic stenosis and were not 
compared to the findings in patients presenting 
only atheromatous changes in the aorta and aortic 
valve or annulus fibrosis. _A_ systolic-diastolic 
murmur and thrill may occur in arteriosclerotic 
aneurysms and senile ectasia of the thoracic aorta, 
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but may be differentiated by the presence of a good 
aortic second tone and by x-ray visualization. 

Rhythm. The heart rhythm in the aged is normal. 
Although extrasystoles do occur, there is no clear 
evidence that they occur more frequently in the 
aged than in the young. Paroxysmal arrhythmias, 
such as fibrillation and flutter, are seen more fre- 
quently in the aged, particularly in patients suffer- 
ing from pneumonia and thyrotoxicosis.7° When 
the rate is over 150, the presence of anginal pain 
with the arrhythmia is highly suggestive of the 
presence of coronary-artery disease.” Persistent 
auricular fibrillation should arouse the suspicion 
of thyrotoxicosis. It is significant, however, that 
cases of persistent auricular fibrillation lasting as 
long as twenty-five years have been reported.” 

Blood pressure. Reported studies of the blood 
pressure present conflicting results. Some inves- 
tigators found no change in average or modal blood 
pressure with increasing age.” ™ Robinson and 
Brucer™ excluded, however, all pressures of 140 
systolic, 90 diastolic, and above. On the other hand, 
Master et al.,”> in a series of nearly 15,000 men and 
women, found two thirds (males) to three fourths 
(females) of persons seventy years old and over 
to have blood pressures over 150 systolic, 90 dias- 
tolic. Other reports of smaller groups likewise 
contain a large percentage of persons in the older 
age group with systolic hypertension.”® 77 ‘The 
systolic hypertension is probably compensatory for 
the loss of elasticity in the aging blood vessel walls. 
It is of some interest that the life expectancy of 
persons with systolic hypertension was of the same 
order as for those with normal blood pressure.7® 
Thus it is probable that the presently accepted 
standards of normal blood pressure in the aged are 
too low. In _ nonhypertensive individuals, the 
diastolic blood pressure shows a tendency to fall 
with age,’® with a resultant marked increase in pulse 
pressure. This is probably due to the rapid fall of 
pressure within the arteries during diastole,’® for 
which compensation does not occur because of the 
diminished elasticity of the blood vessels. 

Corrected erythrocytic sedimentation rate. ‘The 
sedimentation rate is widely used in the diagnosis 
of myocardial infarction. It must be remembered, 
however, that there is a definite rise in the corrected 
erythrocytic sedimentation rate with age alone.” 
Values up to 0.7 mm. per minute by the Rourke- 
Ernstene method are apparently normal above the 
age of fifty, whereas in younger individuals the 
normal is 0.08 to 0.35 mm. per minute. 

Electrocardiogram. The paucity of knowledge of 
the electrocardiographic changes consequent to 
age alone is reflected in the fact that most of the 
standard texts of electrocardiography have no 
listings for subjects as “‘aging,”’ ‘‘aged”’ or “‘old age.” 
Certain changes are known to occur, however, 
with sufficient frequency in the aged in the absence 
of other manifestations of cardiac disease to be 
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regarded as normal. Many of these same changes, 
nevertheless, are considered to be definite, although 
minor, abnormalities when they are found in younger 
subjects. 

The most frequent of these changes in the electro- 
cardiogram of the aged is a shift in the electrical 
axis of the heart to the left (or counterclockwise); 
this has been observed in well over 50 per cent of 
older patients.8°85 An associated but less frequent 
finding with the same significance is a prominent 
QS wave in Lead 3, and an inverted T;. These 
changes probably derive from a more transverse 
position of the heart secondary to flattening of the 
diaphragms and perhaps also in part from a rela- 
tive hypertrophy of the left ventricular mass with 
age in relation to the right ventricle. Thus, in a 
group of patients with marked left-axis deviation, 
Faulkner and Duncan*® found normal-sized hearts 
by x-ray study in more than a third, whereas almost 
another third showed hearts that were anatomically 
normal. 

Extrasystoles occur in about a third of elderly 
patients,*’ and as in younger groups, they constitute 
the usual electrocardiographic arrhythmia. Those 
of ventricular origin are about twice as common 
in occurrence as those of auricular origin. They 
assume pathological significance when frequent 
or when they show coupling or other rhythmic 
occurrence or multiple foci of origin. 

With aging there is a slight increase in transmission 
time through the entire conduction system of the 
heart, reflected in a PR interval that frequently 
exceeds 0.20 second and an intraventricular in- 
terval that is often greater than 0.10 second.®® 
Tendency to low voltage is found in all the com- 
ponent waves of the electrocardiogram.® 

There is less agreement concerning the frequency 
or significance of other isolated electrocardiographic 
findings in the aged; these include low or inverted 
T waves in leads other than Lead 3, deviation of 
ST segments, the duration of the QRS complex 
beyond 0.11 second, the presence of prominent 
Q waves in leads other than Lead 3, right-axis 
deviation, auricular fibrillation and marked brady- 
cardia. Indeed, there is little agreement as to their 
significance in healthy young persons.** 

It is apparent from the above that there is no 
agreement among observers about the definition 
of the normal electrocardiogram for healthy old 
persons and about the frequency of occurrence of 
normal tracings in various age groups. Thus the 
incidence of abnormal electrocardiograms in groups 
of aged persons is cited by various authors as 0 
per cent,*” 26 per cent,*° 41 per cent,*® 67 per cent,® 
85 per cent® and 97 per cent.°° Much of this dis- 
crepancy is accounted for by the inclusion in some 
series of old persons with definite clinical evidence 
of serious heart disease, such as cardiac enlargement, 
congestive failure or myocardial infarction,*: 9° 
and by great variability in the criteria of electro- 
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cardiographic normality. The crux of the situation 
is that standards have not yet been established for 
older age groups. It appears, however, that over 
one fourth of aged persons with no evidence of 
heart disease by careful history and _ physical 
examination show abnormalities in the electro- 
cardiogram.®® 8 89 

There are nowhere in the literature any reports 
of clinical, electrocardiographic and detailed patho- 
logic correlations in aged hearts, and it is therefore 
of some interest to cite certain preliminary observa- 
tions in this regard.*! A survey was made of the 
records of hearts from 100 consecutive p&tients 
aged sixty-five and over studied at the Beth Israel 
Hospital by the injection-dissection technic of 
Schlesinger.*2 In 29 cases the hearts showed coro- 
nary arteries essentially free of disease, and in 17 
of these the heart could be regarded as clinically 
and pathologically normal. Ten of this group of 
patients with “normal” hearts were studied electro- 
cardiographically. These patients did not differ 
in age or sex distribution from the entire group of 
100. Five of these had entirely normal electro- 
cardiograms, 2 had low T waves in Lead 1, 2 had 
inverted T waves in Lead 4, and 1 showed the 
pattern of left-bundle-branch block. The last was 
the only patient in this group showing any increase 
in conduction time over the accepted standards 
for all ages; this is in contrast to the findings cited 
above. Left-axis deviation was present in 3 patients, 
right-axis deviation in 1, and in the remaining 6 
the axis was normal. Three patients showed low 
voltage, and 2, ventricular premature beats. These 
observations, because of the small group involved, 
have no statistical significance. They illustrate, 
however, the type of study that will be necessary 
for the establishment in geriatric electrocardiography 
of standards that will separate disease and changed 
function due to normal aging. 

To summarize, the following generalizations are 
thought to be of more significance than the few non- 
specific changes that may be found in the electro- 
cardiograms of aging hearts. First, there is no 
electrocardiographic pattern of the senile or aging 
heart.®* Second, the electrocardiogram even in the 
very aged may be identical in all respects with that 
of youth.® As in any age group, serious and far- 
advanced heart disease may exist without any 
reflection of its magnitude or even its presence in 
the electrocardiogram; this is especially true of 
coronary-artery disease.“ Third, adequate clinico- 
pathological and electrocardiographic correlations 
are needed in the aged as a basis for diagnostic and 
prognostic conclusions. Such studies might well be 
aided by a widespread use of electrocardiograms 
in the routine clinical examination of patients of 
middle age and beyond. Finally, it is evident from 
the foregoing that, even more in the aged than in 
young patients, the electrocardiogram must be 
viewed as a part of the total evaluation of the pa- 
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tient, which should include careful history-taking 
and physica] examination and correlated laboratory 
studies. Nevertheless, the diagnosis of coronary 
sclerosis will be missed in a fair number of apparently 
healthy elderly persons. 

X-ray studies. Certain minor changes have been 
described in the x-ray appearance of the heart and 
great vessels in the aged.% As the diaphragm be- 
comes higher, the heart assumes a more horizontal 
position and the contour of the left ventricle be- 
comes slightly more prominent. The aorta in its 
ascending portion increases in length and circum- 
ference and may show tortuosity. Dilatation may 
become so marked that the diagnosis of arterio- 
sclerotic aneurysm must be made.”° Cardiac pulsa- 
tions do not have the vigor characteristic of earlier 
years. Calcification may be seen in the aorta and 
aortic knob, in the heart valves or valve rings or 
even in the coronary arteries; when present in the 
valve leaflets, it assumes clinical significance. 

There is no agreement concerning the heart size 
and the changes that occur with aging, even with 
respect to pathological data, as the discussion above 
indicates. If such changes do occur constantly, it 
remains to be seen if they are of such magnitude 
as to be detectable by x-ray technics and standards 
for determining heart size. The more reliable of 
these standards are now based only on height and 
body weight.®* For the present, therefore, significant 
or progressive increase in heart size by x-ray studies, 
even in the aged, should be interpreted as being 
generally indicative of heart disease. 


"TREATMENT 


General considerations. As we have noted above, 
although there has been a large increase in the num- 
ber of people living to the age of sixty-five or over, 
no increase in life expectancy for this group has been 
observed. 

It should be stressed that the majority of persons 
in this age group have coronary-artery disease. 
Thus in the 100 cases that we studied,*! 63 patients 
had significant coronary-artery disease and the 
cause of death was cardiac in the majority. It is 
more striking that no clinical diagnosis of heart 
disease was made in 37 cases. In 15 of the latter 
cases the hearts showed extensive coronary-artery 
narrowing or occlusion, or both; in 1 case, that of 
a patient with lymphatic leukemia, a recently healed 
apical infarct was found. It is thus clear that al- 
though no clinical evidence of coronary-artery 
sclerosis may be present in a given patient, all 
elderly persons should be handled as if they had 
some degree of that disease. Progress would in- 
volve, therefore, among other things, preventive 
measures designed to prevent disturbances of func- 
tion, congestive heart failure and acute cardiac 
accidents. 

Surgery. The management of cardiac patients 
who require major surgery has been reviewed by 
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Blumgart.®? Much of the discussion is pertinent 
to the older patient with no functional cardiac 
disturbance but with the statistical possibility of 
coronary-artery disease. The prevention of post- 
operative acute myocardial infarction depends on 
the avoidance of shock, which may follow hemor- 
rhage, and severe infection. Hypoglycemia is of 
serious import in this regard in diabetic patients 
submitted to surgery. Hypotension associated with 
spinal anesthesia should be prevented by adequate 
use of sympathomimetic drugs having little effect on 
cardiac work, such as Paredrine or Neo-Synephrine. 
It should be stressed that rarely does an aged sur- 
gical patient die a primary cardiac death. Thus, 
Wilcox and Clagett® list 1204 patients over sixty- 
five years of age who underwent operations with 
a mortality of only 8 per cent for benign conditions 
and operable carcinoma. It was striking that only 
20 per cent, however, failed to have a significant 
postoperative complication, such as_ thrombo- 
phlebitis, pneumonia, embolism, atelectasis or a 
cerebral or renal complication. Brooks,®® however, 
points out that a third of a group of patients over 
seventy requiring abdominal section died in the 
hospital. Moreover, the survivors realized only 4 
small fraction of their life expectancy. Wangen- 
steen!® stressed, on the other hand, the safety of 
multiple operations in patients adequately prepared 
with a preoperative period of high-protein, high- 
carbohydrate and low-fat feedings, adequate hydra- 
tion and satisfactory electrolyte balance. It should 
be borne in mind, however, that edema may ac- 
cumulate in a patient with poor cardiac reserve 
who is given a large amount of salt preoperatively 
or postoperatively, since approximately 1.0 gm. 
of salt retains 100 cc. of water. 

Prevention of congestive fatlure. In last year’s 
review!®! certain forms of curable heart disease were 
discussed. It should be stressed that anemia and 
nutritional deficiency may have a deleterious effect 
on the normal heart, particularly in the aged. Dietary 
restriction is frequent in the aged because of the 
lowered metabolic requirements, changes in gastro- 
intestinal function, depressed appetite, loss of teeth, 
lack of exercise and so forth. The recognition and 
adequate therapy of anemia and nutritional de- 
ficiency before cardiac complications such as angina 
pectoris and congestive heart failure have occurred 
are important. ‘Tuohy!™ has stated that the com- 
petence of healthy old people is largely a matter of 
nutrition. He emphasized the error in the idea that 
the elderly should be abstemious, while advocat- 
ing a restriction of fat content in the diet of an 
inactive patient to 10 per cent of the necessary 
calories. 

Burwell'® summarized some of the factors tend- 
ing to precipitate heart failure in patients with 
asymptomatic heart disease. The most important 
of these are infections, particulagly respiratory 
infections, associated with fever, tachycardia and 
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cough, since they cause increased cardiac work and 
possibly a depression in cardiac efficiency. Bed rest, 
adequate chemotherapy and maintenance of oxy- 
genation should minimize the injury to the heart. 

Bed rest. Much has recently been written con- 
cerning the abuse of bed rest in elderly patients.!%-!% 
It has been stated by Dock!™ that bed rest claims 
more lives than all other therapeutic agents added 
together. The evidence is, however, not conclusive, 
for many patients do poorly in the hospital because 
they are worn out by overvigorous investigation 
and overfrequent examination. The energy ex- 
pended by a patient in a complete gastrointestinal 
roentgenologic study, for instance, is exhausting, 
particularly to an old person. Drastic changes in 
eating habits and in hours of sleep made necessary 
by hospital routine, together with the too frequent 
use of sedatives, may also act deleteriously in the 
aged. Particular emphasis has been placed on bed 
rest as a cause of occurrence of peripheral and pul- 
monary emboli.'% Actually, however, the cause of 
thrombophlebitis is unknown, and it is perhaps as 
unscientific to ascribe the cause to bed rest as it is 
to say that bed rest has nothing whatever to do 
with its occurrence. 

It is clear, nevertheless, that prolonged and ab- 
solute bed rest leads to muscular, possibly including 
cardiac, weakness and atrophy, in addition to pul- 
monary and other complications. The period of 
convalescence may therefore be unnecessarily pro- 
longed. Good clinical judgment is thus of paramount 
importance in this matter. 

Physical exertion. One has only to look at the 
obituary notices in newspapers to be impressed by 
the effect of severe physical exertion in elderly 
people. Boas! in particular has stressed the 
occurrence of acute myocardial infarction after 
severe physical or emotional stress. Aged patients 
should be warned to avoid such strain, particularly 
in the winter and also when they are fatigued. 

On the other hand, an important and often 
neglected aspect of prolonging the useful lives of 
the aged is making living worth while for them. 
Too often they live in an insulated atmosphere that 
promotes physical and mental atrophy because of 
an imposed isolation. Psychometric studies actually 
demonstrate a wide range of individual variations 
in the aged in intellectual ability, physical skill and 
interests.'°° The family physician can play an im- 
portant role in helping to devise a program of 
activities for his elderly patients that is adapted 
to these individual variations in mental and physical 
capacities. 
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CASE 30481 
PRESENTATION OF CASE 


fifty-seven-year-old housewife entered the 
hospital because of intermittent sharp pain in the 
lower abdomen. 

The patient was perfectly well until one month 
before entry, when she was troubled by mild lower 
abdominal “cramps” of several days’ duration. 
Her bowels remained regular, however, with at 
least one bowel movement a day. She noted that 
there was a fair amount of mucus passed with the 
stools. Two weeks before entry she began to have 
sharp colicky pains, which started in the right lower 
quadrant and passed across to the left lower quad- 
rant. These caused her to double up in agony, but 
no nausea or vomiting was present. The pains lasted 
throughout the day, and with each attack she had 
the urge to move her bowels, though nothing was 
passed by rectum. Her doctor made a diagnosis 
of “‘abdominal stasis” and gave her a cathartic. 
This resulted in a copious bowel movement and 
complete relief. She continued to eat heartily and 
to have a daily bowel movement until one week 
before entry, when her bowels did not move for a 
day and she took a cathartic. The’next day she 
again had an attack of lower abdominal pain similar 
to that of the first attack. She took several doses 
of milk of magnesia, which made the pain 
worse. Nausea and vomiting set in, and she vomited 
green-colored mucus. Five days before entry she 
had a normal bowel movement, with relief from 
pain. She still felt poorly, however, and had lost 
her appetite. Several enemas were poorly retained 
and brought little return. Four days before entry 
her doctor felt a tender “bunch” in the left lower 
quadrant and advocated hospitalization. She had 


*QOn leave of absence. ‘ 


had no further recurrences of pain and had had a 
daily bowel movement. No blood had been noted 
in the stools. She had lost an estimated 20 pounds 
in weight in the month before entry. 

She had had a right odphorectomy and salpin- 
gectomy for “‘cyst’” many years before admission, 
followed by removal of the other internal genital 
organs some years later. 

Physical examination showed a well-developed, 
rather obese woman in no apparent distress. The 
heart and lungs were normal. The abdomen was 
negative. Peristalsis was normal. There was slight 
tenderness in the left lower quadrant to deep pal- 
pation during pelvic examination. A firm, reddish, 
pedunculated mass, the size of a small pea, pro- 
truded from the depression in the apex of the vagina. 
Rectal examination revealed a walnut-sized, ir- 
regular, smooth, hard, painless mass on the anterior 
rectal wall about 10 cm. above the sphincter. 

The blood pressure was 140 systolic, 80 diastolic. 
The temperature was 100°F., the pulse 84, and the 
respirations 28. 

Examination of the blood showed a white-cell 
count of 10,000, with 90 per cent hemoglobin. The 
urine was acid, with a specific gravity of 1.024; it 
gave a + test for albumin and there were 8 red cells 
per high-power field in the sediment. A Hinton test 
was negative. The blood chemical findings were 
normal. X-ray films of the chest and intravenous 
pyelograms were negative. A barium enema showed 
passage of the barium through the rectosigmoid 
junction to the lower sigmoid, at which point there 
was a narrowed portion of intestine through which 
a thin stream of barium passed. There was a sug- 
gestion of a shelf deformity, but no evidence of 
ulceration (Fig. 1). Proctoscopic examination re- 
vealed normal rectal mucosa up to 13 cm., where 
an extraluminal obstruction was found encroaching 
anteriorly. The proctoscope could not be passed 
beyond this lesion. The mucosa immediately be- 
neath was granular and hyperemic but intact. 

On the fifth hospital day the patient developed 
diarrhea and a fever of 101°F. Examination at that 
time was essentially as before. She was given 5 gm. 
of sulfasuccidine three times daily, and on the tenth 
hospital day an operation was performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Otiver Cope: This patient had intestinal 
obstruction of one month’s duration. The point of 
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obstruction was the pelvic portion of the large 
bowel. 

We are given no detailed information regarding 
the previous pelvic operations. I take it that these 
operations were not performed in this hospital and 
that we have neither a surgical nor a pathological 
report. Knowledge of the previous pelvic disease 
might make a difference. It might be related to the 
anatomic abnormality reported in the vaginal ex- 
amination, or the latter may be a red herring thrown 
across our path, it and the previous pelvic disease 
having nothing to do with the present complaint. 
In the physical examination, the uterine cervix is 
not mentioned. One must therefore assume that the 
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effort to reduce the growth of organisms and, there- 
fore, the volume of feces in the colon. Presumably 
the operation was for relief of the obstruction. 

In order to arrive at a diagnosis it is necessary to 
consider all those lesions that can produce obstruc- 
tion in the sigmoid. The x-ray studies as reported 
tend to exclude primary carcinoma of the sigmoid. 
Since the x-ray examination is extremely important, 
I shall ask Dr. Schulz if he has anything to add to 
the report. I trust that he will comment on the 
absence of ulceration and on the nature of the 
constriction. 

Dr. Mitrorp Scuutz: There is an area of narrow- 
ing in the sigmoid. I do not see the shelf that was 


Ficure 1. Roentgenogram Following Barium Enema. 
Arrows indicate area of narrowing in sigmoid. 


hysterectomy had been a total one. If this is true, 
the mass palpated on the anterior rectal wall did 
not represent the cervix but an abnormal mass. 

The negative intravenous pyelogram is important. 
We may assume in the first place that the disease 
was not primary in the urinary tract and, secondly, 
that the lesion in the pelvis did not affect either 
ureter or the bladder. Had the hysterectomy been 
done for carcinoma of the cervix and had the mass 
been a recurrence of the carcinoma in the pelvis, 
one might well have expected the mass to have been 
more to one side or the other and to have produced 
obstruction of one of the ureters, with hydrone- 
phrosis. 

It is obvious that the physician in charge made 
a diagnosis of incomplete obstruction. The patient 
was carried for ten days on sulfasuccidine in an 


described; it was probably a fluoroscopic observa- 
tion. The portion of the lesion that is visible has a 
curious appearance for carcinoma, since the mucosa 
appears to be intact through the area. 

Dr. Core: Enough barium got by the loop for a 
satisfactory examination? 

Dr. Scnutz: Yes; the bowel proximal to the 
narrowing is not widely dilated, and the obstruction 
is not complete. No diverticulums are evident. 

Dr. Cope: The fact that no diverticulums were 
visualized does not in itself exclude diverticulitis, 
but if the obstruction in this patient was due to 
diverticulitis, I should have expected a more ex- 
tensive involvement of the bowel than what is 
present. The involved area is limited, the upper 
sigmoid not being involved. 
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Dr. Scuutz: The proctoscopic examination de- 
scribes the lesion in the rectosigmoid. The lesion 
demonstrated here is higher up. 

Dr. Cope: Is there any evidence by x-ray of an 
extrinsic mass? I do not want to pin you down too 
far. Do I understand that you would not ascribe 
the lesion to carcinoma because of the absence of 
ulceration, or to diverticulitis because of the lack 
of involvement of the other part of the bowel? 

Dr. Scuutz: I do not believe that one can rule 
out carcinoma, especially in view of the questionable 
shelf that was described. Certainly its appearance 
is not characteristic. 

Dr. Core: From both the physical and x-ray 
examinations the abnormal mass was small and the 
area of the bowel involved was short. A malignant 
lesion is a better explanation than an abscess. I am 
not sure, however, whether the mass was intrinsic 
or extrinsic in relation to the sigmoid. Thus far I 
favor a diagnosis of primary cancer of the sigmoid, 
but I cannot exclude either diverticulitis of the 
sigmoid or an extrinsic lesion causing obstruction of 
the sigmoid. 

In the latter category three conditions should be 
discussed. In the first place, endometriosis of the 
pelvic peritoneum can involve the sigmoid in such 
a way as to cause obstruction. This would be un- 
usual in a woman past the menopause, for in the 
absence of continued ovarian activity the endo- 
metrial-like tissue should undergo atrophy. There 
are, however, endocrine sources other than the ovary 
for estrin-like hormones, such as the adrenal cortex. 
In the second place, one should consider gravitational 
metastases with involvement of the sigmoid. The 
primary lesion for such a carcinoma might be the 
stomach or some other organ in the upper abdomen. 
And, third, I should like to mention, for I have seen 
it once, adenoacanthoma arising in the cervix and 
later involving the large bowel. In 1931, I operated 
on a woman for what appeared to be a primary 
malignant tumor of the large intestine producing 
obstruction. Two years previously she had had an 
adenoacanthoma of the cervix excised surgically. 
At my operation an adenoacanthoma of the large 
bowel, presumably a metastasis from the primary 
lesion, was disclosed. In the absence of knowledge 
regarding the previous pelvic lesion, one cannot 
afford to make such a diagnosis. I am left with the 
only tenable diagnosis, that of a primary malignant 
tumor of the lower sigmoid. 

Dr. Letanp S. McKittrick: Some years ago I 
resected a sigmoid for a woman in her early sixties; 
the lesion, which we had interpreted as a carcinoma, 
proved to be an endometriosis. There was no other 
evidence of ovarian activity. She had the meno- 
pause in the usual way — over a long period of years. 
Is there any less likelihood of endometriosis in a 
person with a surgical menopause than in one who 
has had a normal one? 
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Dr. Core: I should think that there was. In 
producing the surgical menopause, the operator 
would presumably have removed in his operation 
the majority of endometrial implants. Less tissue 
would have remained to contract and to produce 
bowel obstruction. 

Was there active tumor proliferation or only 
scarring in your case? 

Dr. McKittrick: There was real tumor forma- 
tion. I cannot give the details of the microscopical 
findings, but it was more than just scarring. 

Dr. Cope: As I have said, there are the other 
endocrine sources for continued mild stimulation 
of the endometrium, such as the adrenal cortex. 

Dr. Anne Forses: Are you sure that no one 
gave this patient estrin? | 

Dr. Cope: That is a good point. Estrin therapy 
after the menopause would have reactivated en- 
dometrial tissue. If this patient had received estrin 
in large doses, she might have developed a pelvic 
endometrial tumor. 

Dr. Francis D. Moore: So far as we know the 
patient had not received estrin therapy. The pelvic 
operation was done many years before entry. The 
mass in the apex of the vagina was just a muco- 
sal tab. 

Dr. Cope: The tab was a red herring. 

Dr. Moore: Our line of reasoning was similar to 
that of Dr. Cope. The mass felt by rectum and 
seen by proctoscopy was caused by extrinsic pres- 
sure of a neighboring loop. We thought preoper- 
atively that it was in all likelihood a carcinoma of 
the sigmoid. At operation we did not find anything 
to change our opinion. The pelvis was surprisingly 
free — no mass and no extensive inflammatory or 
neoplastic disease. There was a small sclerosing 
lesion that had every appearance of an annular 
carcinoma of the sigmoid. A combined abdomino- 
perineal resection was done after freeing it. After 
removal, the bowel was opened, and looking at it 
grossly, we still thought that we were dealing with 
a carcinoma of the sigmoid. 


CuinicaAL Diacnosis 
Carcinoma of sigmoid. 
Dr. Cope’s DiaGnosis 
Carcinoma of sigmoid. 
ANATOMICAL D1AGNosis 
Diverticulitis of sigmoid. 
PATHOLOGICAL Discussion 


Dr. Ronatp C. Snirren: Dr. Moore removed 
about 48 cm. of rectum and sigmoid. The rectum 
was normal. Above the peritoneal reflection there 
was an 18-cm. segment of sigmoid, which looped 
down anteriorly to fix itself against the anterior 
portion of the sigmoid near the point of the peri- 
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toneal reflection. Here, there was a mass of ad- 
hesions, which apparently formed the tumor that 
was seen. Throughout the sigmoid there were many 
diverticulums, and we found that sinus tracts ran 
into the mass from both the distal and proximal 
portions of the sigmoid loops. The mass consisted 
of chronic inflammatory tissue and was undoubtedly 
due to diverticulitis. At the point where the proxi- 
mal portion of the sigmoid was fixed to the inflam- 
matory mass there was an appreciable narrowing 
of the lumen. 

Dr. Core: Dr. McKittrick, how often do you see 
a sharply localized diverticulitis that is difficult to 
distinguish from carcinoma at operation? 

Dr. McKirrrick: I do not know, but I can tell 
you that I have just sent a patient home for whom 
at the end of operation I gave the family a poor 
prognosis because I thought that he had incurable 
carcinoma. I did not open the specimen and was 
overwhelmed when the report was diverticulitis. 
I see it infrequently enough so that I was badly 
fooled, but frequently enough so that it is not a 
rarity. 

Dr. Cope: The X-ray Department does better 
than we do. Dr. Schulz, if I am correct, was against 
cancer because of the appearance of the mucosa. 

Dr. McKittrick: On the other side of the ledger 
is the fact that we not infrequently discover an 
abscess from a diverticulitis when the radiologist 
has found nothing. | 

Dr. Scuutz: We do not see a diverticulum unless 
it is filled with barium. In this case, the diverticu- 
lums did not fill. An intact mucosa is helpful, if 
you can be sure of it, and likewise, a good shelf. 


CASE 30482 
PRESENTATION OF CASE 


A fifty-eight-year-old single nurse entered the 
hospital for study. 

For fifteen years the patient had had intermittent 
sensations of fullness in the right upper quadrant of 
the abdomen and vague distress after meals. Nine 
years before admission a gastrointestinal series was 
negative. One year later she started to have inter- 
mittent gross melena attributed to hemorrhoids. 
This condition persisted. About one year before 
entry the distress in the right upper quadrant be- 
came severer. There were definite jaundice, light- 
colored stools and dark urine for one week, at the 
end of which time a cholecystectomy and chole- 
dochostomy were performed at a hospital in another 
city. Postoperatively she had a stormy course, with 
increasing jaundice and clay-colored stools, which 
eventually, however, cleared up. She apparently 
remained well, except for occasional bouts of epi- 
gastric distress, until ten weeks before entry when 
she developed pruritus, followed four weeks later 
by frank jaundice, increasing light-colored stools 
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and dark-colored urine. One week before entry she 
was admitted to a community hospital where she 
was treated medically, with amelioration of the 
symptoms. Since the jaundice persisted, she was 
transferred to this hospital. She had lost 30 pounds 
in weight in eleven months. The only vomiting she 
had had was induced, and she thought that it re- 
lieved the distress in the right upper quadrant. 
She had had no chills or fever. 

Physical examination showed a thin, deeply 
jaundiced woman. The lungs were clear. The heart 
was normal in size. The liver edge was palpable 
three fingerbreadths below the costal margin. 
Slight tenderness was elicited in the right upper 
quadrant, but no masses were palpable. 

The blood pressure was 144 systolic, 82 diastolic. 
The temperature was 99°F., the pulse 76, and the 
respirations 20. 

Examination of the blood showed a white-cell 
count of 5700, with 71 per cent neutrophils and 18 
per cent lymphocytes; the hemoglobin was 8.5 gm. 
per 100 cc. The urine was normal. A blood Hinton 
test was negative. The stools were reddish-brown 
and gave a ++-+-+ guaiac test. The serum protein 
was 6.2 gm. per 100 cc. The serum bilirubin was 
6.65 mg. per 100 cc. direct, and 8.8 mg. indirect. 

Plain films of the abdomen and chest were nega- 
tive. A barium enema showed normal filling of the 
rectum and rectosigmoid. Just beyond the recto- 
sigmoid junction there was a constant area of nar- 
rowing that appeared to be due to a filling defect 
on the superior wall of the sigmoid measuring about 
4 cm. in length. On one film a shelf could be seen 
at the distal end of this defect. ‘The remainder of 
the colon showed no abnormality. The transverse 
colon dipped down into the pelvis to overlay the 
abnormal area, which was therefore not visible in 
the subsequent films. Post-evacuation films showed 
only moderate contraction of the colon and a large 
amount of fecal material was still visible in it; the 
sigmoid was obscured by the transverse colon. In 
all the films the upper abdomen was unusually dense, 
but no soft-tissue outline was demonstrable. Re- 
examination of the colon after the introduction of 
air showed numerous small rounded areas of dimin- 
ished density that may have been due to fecal 
material intermingled with the barium. 

The patient was given several transfusions, and 
on the fifteenth hospital day an operation was per- 
formed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Ropertr R. Linton: We have a patient 
fifty-eight years of age whose symptoms began 
fifteen years before entry, with fullness and distress 
in the right upper quadrant after meals. Nine 
years before entry a gastrointestinal series was done, 
and I presume that it was negative. The examina- 
tion was probably limited to the stomach and small 
bowel since nothing is said about the colon. It would 
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be interesting to know whether she had had a barium 
enema at that time. The statement “One year later 
she started to have intermittent gross melena at- 
tributed to hemorrhoids” needs a little comment. 
I do not believe that one ever ought to attribute 
bleeding from the rectum to hemorrhoids until all 
other possibilities have been ruled out. It is ex- 
tremely dangerous in a patient with hemorrhoids to 
say that the bleeding is coming only from hemor- 
rhoids without a complete rectal and sigmoidoscopic 
examination, sincehit may be coming from a lesion 
higher up in the colon that is often overlooked until 
it becomes inoperable. One year before admission 
the distress in the right upper quadrant became 
severer and associated with it were jaundice, clay- 
colored stools and dark urine. At that time a chole- 
cystectomy and choledochostomy were done at an 
outside hospital. The postoperative course follow- 
ing these operations does not seem just right for 
cholecystitis and cholelithiasis, in that it states 
that she had a stormy convalescence with increas- 
ing jaundice and with clay-colored stools, which 
eventually cleared up. Ordinarily when one oper- 
ates on the gall bladder and drains the common 
duct, as I presume was done in this case, a tube is 
sutured into the common duct so that the patient’s 
bile can drain externally rather than into the duode- 
num. If the patient were treated in this manner 
and if the jaundice was purely obstructive, it is 
surprising that she developed increasing jaundice. 
It is possible, of course, if the jaundice was due to 
intrahepatic disease, that the operation produced 
additional liver injury, thus causing the jaundice 
to become more pronounced. 

Dr. Francis D. Moore: I can clear up that 
point. She did have a tube put in, and it was after 
it was taken out that the jaundice appeared. 

Dr. Linton: That is an important fact to know, 
because it probably means there was some obstruc- 
tion in the distal part of the common duct, either 
postoperative stricture, inflammation, stone or 
malignant growth, that was temporarily occluding 
the outlet of the common duct. 

The patient was apparently well for most of the 
following year. Ten weeks before entry to this 
hospital, however, she developed pruritus, and six 
weeks before admission, she again had jaundice, 
with light-colored stools and dark urine. It is in- 
teresting to note that in the previous year she had 
lost 30 pounds and that she had had no chills or 
fever. If she had had a common-duct stone I think 
that she probably would have had an associated 
cholangitis, with chills and fever. Nothing is said 
about pain, so that we have no clue whether or not 
she had a stone, provided that we base the diagnosis 
of cholelithiasis on colicky pain in the right upper 
quadrant. 

To go on with the physical examination, the only 
thing that is to be noted is that she was jaundiced 
and had an enlarged liver. We have nothing else 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Nov. 30, 1944 


to help in the diagnosis. The hemoglobin was very 
low, 8.5 gm., which is probably of significance. 
There is one statement regarding the urine that | 
do not believe is correct, ““The urine was normal.” 
I cannot conceive of a patient having a serum biliru- 
bin of 15 mg. without some bile in the urine. It is 
possible that she had hemolytic jaundice, in which 
one does not see bile in the urine, but I doubt it. 

I should also like to know whether a rectal ex- 
amination and a proctoscopic examination were 
done. From a clinical point of view I certainly 
cannot come to a conclusion without those examina- 
tions, especially in view of what the x-ray film of 
the colon showed. 

Dr. Moore: Both were,done. The rectal,exami- 
nation was negative, except for the fact that definitely 
gross blood was present. Proctoscopy was negative 
except for gross blood coming from above. 

Dr. Linton: Have we the x-ray films? I never 
know whether to look at them or not; they usually 
confuse me. 

Dr. Laurence L. Ropsins: These are confusing to 
say the least. I had considerable difficulty finding 
any films that demonstrated the lesion. So far as I can 
determine it is hidden in these loops of sigmoid, but 
on this spot film one can follow the rectum up to 
what is apparently the beginning of the sigmoid. 
Here one can see a definite shelf-like margin. On 
this spot film one can also see a shelf and what ap- 
pears to be an area of ulceration in the center of the 
lesion. There is no evidence of polyposis. 

Dr. Linton: I am really confused now. I had 
considered polyposis as a possibility because of the 
bleeding from the rectum. In view of the fact that 
neither proctoscopy nor the x-ray examination 
showed polyps, I must rule it out. 

It seems to me that we have a patient who pre- 
sented two conditions. I do not like to diagnose 
two conditions, and | should like to reason it out 
so that I can make one final diagnosis to explain 
the facts. This woman had obstructive jaundice 
and an ulcerating lesion in the rectosigmoid. I 
should like to know if a gastrointestinal series was 
done. 

Dr. BENJAMIN CasTLEMAN: It had been done at 
another hospital before she came here, and was 
said to be negative. 

Dr. Linton: First of all, what conditions can 
produce jaundice in a patient who has had a chole- 
cystectomy and a choledochostomy? 

The first thing that enters my mind is the ques- 
tion whether she had developed stricture of the 
common duct secondary to the operation. That 
diagnosis, I believe, is a little unlikely because she 
was well for an interval of a year after the operation 
and seemed to have no evidence of jaundice during 
that period. It is unusual for a stricture to manifest 
itself a year after operation. If a patient has had 
damage done to the common duct, jaundice gen- 
erally develops immediately or in a matter of a 
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few weeks or months and persists rather than lets 
up, as happened in this patient. So I believe that 
we can rule out stricture of the common duct as a 
cause of the recurrent jaundice. 

Another possibility that one has to consider is 
carcinoma of the common bile duct. I believe that 
the history was too long for carcinoma of the bile 
duct. Malignant disease of the common duct usu- 
ally obstructs the common duct early, and jaundice 
becomes pronounced in a short time — a matter of 
weeks. 

Another possibility is carcinoma in the region of 
the ampulla, but I know of no way to be sure of 
such a diagnosis. I do not know whether one can 
hook up gallstones with a carcinoma in the region 
of the ampulla in the way that one can with a 
carcinoma of the gall bladder, which is practically 
always associated with gallstones. The fact that 
this patient had gallstones, and I presume that she 
did, makes me think that carcinoma in the region of 
the ampulla of Vater is a definite possibility. How 
are we going to explain such a diagnosis with the 
x-ray findings of a lesion in the rectosigmoid that 
is apparently malignant? Is that a justifiable con- 
clusion? 

Dr. Rossins: Yes. 

Dr. Linton: I am disturbed by the fact that the 
lesion was not seen on proctoscopic examination. 
Barium enemas of the rectosigmoid are not always 
accurate, but I should think that if the proctoscope 
had been passed its full length this lesion would 
have been visualized. 

Dr. CasTLEMAN: The first proctoscopic examina- 
tion at the other hospital was unsatisfactory be- 
cause there was too much fecal material. After she 
had been cleaned out, sigmoidoscopic examination 
was possible for only about 18 cm., where a right 
angle was encountered. 

Dr. Moore: She was proctoscoped again here 
with the same unsatisfactory results. 

Dr. Linton: Another possibility to explain the 
rectosigmoid lesion is a peritoneal implant from a 
carcinoma elsewhere in the intestinal tract that had 
deposited itself in the pelvis and had secondarily 
involved the rectosigmoid. 

Another possibility that would explain the jaun- 
dice is carcinoma of the rectosigmoid with metas- 
tases to the liver. The patient had an enlarged 
liver, but the physical examination does not state 
whether it was nodular. I should expect it to have 
been nodular if it was so full of metastases to pro- 


duce obstructive jaundice. Also, if it was due to’ 


metastatic disease, the metastases would have to be 
so local that they obstructed the common duct 
rather than the biliary radicals of the liver. I be- 
lieve that is true because one can tie off 90 per cent 
of an animal’s biliary system without its becoming 
jaundiced. It seems to me that, with the additional 
help from these statements about proctoscopy and 
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the barium enema, one cannot rule out the diagnosis 
of carcinoma of the rectosigmoid. I should be a 
little happier, however, if it had been felt by rectal 
examination or had been seen by proctoscopy. The 
only way that I can possibly connect the jaundice 
with such a lesion is to assume that metastases had 
localized around the common duct sufficiently to 
produce obstruction. I am therefore going to make 
a diagnosis of carcinoma of the rectosigmoid, with 
metastases to the liver in the region of the common 
duct and with obstruction of the latter. 

Dr. Joseru C. Aus: Does not the x-ray film show 
a colossal liver shadow pushing down the colon and 
shoving the stomach to one side? 

Dr. Rossins: I cannot be sure, but I doubt it. 

Dr. Avs: Does it not also show a big spleen? 

Dr. Rossins: There is slight enlargement of the 
spleen. 

A Puysician: How does Dr. Linton explain the 
rectal bleeding eight years before entry? 

Dr. Linton: I think that we have to explain it on 
the lesion in the rectosigmoid. It is possible to have 
a slowly growing lesion, although it is a little un- 
usual. 

Dr. CasTLeEMAN: If she had carcinoma, one can 
presuppose that it started as a polyp and later be- 
came malignant; of course, she also may have had 
hemorrhoids. 

Dr. Aus: If she had jaundice due to a neoplasm 
that disappeared and recurred, one has to assume 
that there was necrosis of the neoplasm, which re- 
lieved the tension and allowed bile to drain. 

Dr. CasTLEMAN: That happens with intraductal 
lesions but not with those exerting extrinsic pressure. 
For example, a tumor of the papilla of Vater often 
produces intermittent jaundice. 

Dr. Moore: Dr. L. §. McKittrick operated on 
this patient, and his reasoning was much like that 
of Dr. Linton except that he thought the fact that 
the jaundice came and went was definite evidence 
against a neoplastic lesion in or about the common 
bile duct. Even taking into consideration the mech- 
anism that Dr. Aub mentioned, it would still seem 
to be nonmalignant if it was capable of fluctuating. 


CLINICAL DIAGNOSES 


Stricture of common duct? 
Carcinoma of sigmoid. 


Dr. Linton’s DIAGNOSES 


Carcinoma of sigmoid, with metastases to liver in 
region of common bile duct. 
Obstructive jaundice. 


ANATOMICAL DIAGNOSES 


Stricture of common bile duct, traumatic, with 
biliary fistula. 

Obstructive jaundice. 

Adenocarcinoma of sigmoid. 
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PATHOLOGICAL DiscussION 


Dr. Moore: At operation this patient was found 
to have had previous injury to the common duct 
that had completely destroyed 2 cm. of the duct. 
She had spontaneously formed a fistula in the 
scar tissue between the severed ends of the duct 
that let bile into the duodenum from time to time; 
the liver was enlarged because of the prolonged 
biliary obstruction but there was little evidence of 
biliary cirrhosis. In the midsigmoid was a sclerosing 
carcinoma. 

Dr. CasTLEMAN: At the first operation Dr. Mc- 
Kittrick repaired the common bile duct, using a 
vitallium tube, and at the second operation two 
weeks later, he resected the sigmoid and found what 
proved to be a slowly growing adenocarcinoma 
without metastasis to the regional nodes. The 
lesion itself was about 4 cm. in diameter and in- 
volved about half the circumference of the bowel. 

It is surprising that the radiologists, both here 
and at the other hospital, had a difficult time finding 
the lesion in the sigmoid. 
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Dr. Rossins: That is not hard to understand. 
In a markedly redundant sigmoid it is difficult to 
bring each loop into profile so that it can be seen 
in the fluoroscope. This is one of those cases, and 
it is surprising that the lesion was recognized at all. 

Dr. Moore: The liver was not so big as it appears 
in one of the x-ray films. It is deceiving, I suppose, 
because of the angle at which the film was taken. 

Dr. CasTLEMAN: Biopsy of the liver showed little 
parenchymal disease. 

Dr. Linton: I still think it is rather unusual for 
traumatic stricture of the common duct to manifest 
itself in this way. 

Dr. Moore: It was not the usual type of trau- 
matic stricture. A portion of the duct had been 
injured or destroyed at the previous operation. We 
were amazed that there was any bile in the duo- 
denum. When we opened it and a probe was passed 
into the papilla, it proceeded 2 or 3 cm. and then 
came to a dead end. The duct was opened at that 
point, and 2 cm. was found to be missing before the 
hepatic duct was reached. 
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THE ORGANIZATION OF MEDICAL CARE 


Puysicians will do well to consider carefully the 
two papers appearing elsewhere in this issue of the 
Journal that deal with the place of the physician 
in the modern world. Dr. Kretschmer presents the 
orthodox views of those whose ideas have dominated 
organized medicine in this country; namely, that 
the marvelous achievements of American medicine 
spring from the freedom allowed the individual 
physician and that any fundamental change in the 
present system of medical practice will lead to 
regimentation and consequent stagnation. This 
point of view has been widely publicized through 
the editorial columns of the Journal of the American 
Medical Association and the literature distributed 
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by the National Physicians’ Committee. The 
essence of the argument of this group is that the 
organization of medical care is the concern of the 
medical profession alone. Most physicians are 
familiar with the argument, and many agree with it. 
Nevertheless, there are other points of view, both 
within the profession and among the hundred and 
thirty million Americans who, as patients, have a 
very direct interest in both the quality and the cost 
of medical care. In considering any problem, it is 
always well to view it in historical perspective, and 
for doctors particularly it may be worth while to 
examine objectively the place of their profession as 
it appears to a member of another profession — the 
law — that attempts to train its practitioners to 
take a broad and dispassionate view of human 
society. For these reasons, the paper by Mr. Berge 
should be read and pondered — but not necessarily 
agreed with — before anyone arrays himself in the 
ranks of those who champion the rights of the in- 
dividual physician as the sole arbiter of systems of 


_medical practice. 


Certain facts appear to be inescapable. First, the 
cost of medical care, including payment for pro- 
fessional service, drugs and hospitalization, con- 
stitutes a considerable portion of our national ex- 
penses; second, the costs of illness, striking the 
individual unexpectedly, frequently exceed his 
capacity to pay at that particular time; third, it is 
possible to insure against such risks; and, finally, 
more and more people are beginning to consider 
good medical and hospital care and adequate health 
protection as essential. There can be little dispute 
about these facts; even the National Physicians’ 
Committee has come to the conclusion that the 
public wants prepaid medical care, and Dr. Kretsch- 
mer states that the medical profession “‘is keenly 
aware of the importance of increasing the dis- 
tribution of good medical service to all the people.” 

The dispute rages not so much over what is 
needed as on how to achieve it. Many plans are in 
the air, ranging from the far-reaching provisions 
of the Wagner—Murray—Dingell Bill in this country 
and the plan for a national health service as out- 
lined by the White Paper! in Britain to individual 
agreements between physicians and their patients 
to provide professional service on an annual-payment 
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basis. Massachusetts has been one of the states in 
which there has been a lot of interest in finding a 
way to solve the problem of the distribution of 
medical care more equitably both for the patient 
and for the doctor. The White Cross Plan, spon- 
sored as an experiment along these lines, aroused a 
great deal of comment, and subsequently the Mas- 
sachusetts Medical Society launched the Blue 
Shield Plan. It is to be hoped that the latter, 
which admittedly gives only partial coverage at 
present, will continue to evolve until far more 
adequate service is provided. 

Basically, there are two problems with which 
both the public and the medical and allied pro- 
fessions are concerned: that of paying for medical 
care and that of assuring the highest quality of 
medical care for the most people. The first is purely 
an economic problem, and almost any solution is 
bound to benefit both the public, which bears the 
costs, and the physicians, nurses, hospitals and 
other non-tax-supported groups that provide medical 
service, much of it on a partial or complete charity 
basis. The second problem has economic, political 
and technologic aspects. Its technologic phase is 
obviously the sole concern of the medical pro- 
fession, which alone has the knowledge on which to 
base judgments of the quality of professional service 
or to institute improvements in the care of patients, 
in institutional standards or in the training of 
physicians. The public, however, has a direct con- 
cern in seeing to it that advances in medicine are 
made available as rapidly and as widely as possible. 
Here is the chief source of friction, since, in order 
to achieve the double objective of distributing the 
costs of medical care most equitably and of provid- 
ing the best quality of medical service to the largest 
number of persons, governmental intervention 
at either the local or the federal level is contem- 
plated. One group believes, with some justifica- 
tion, that the quality of medical service available 
to the country as a whole is inadequate compared 
with what it ought to be, both as regards hospital 
and laboratory facilities and the professional com- 
petence of those who utilize them. The other group 
contends, also with some justification, that facilities 
may not be ideal but are adequate in most portions 
of the United States, that these are being constantly 
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improved by organized medicine and that any ad- 
vantage gained temporarily in the improvement of 
professional standards made possible by a federal 
scheme would soon be lost in the inevitable political 
regimentation that would result. 

These are matters with which every physician 
should be concerned both as a citizen and as a 
doctor. The inertia of the bulk of the profession, 
combined with an opposition to change on the part 
of medical organizations, has led to a situation in 
which public opinion has forced the hand of the 
medical profession. Now the inevitability of some 
change is generally accepted. It is to be hoped that 


more local experimentation with different plans 
will be possible before a national health program 


is organized, so that the latter can be based on 
knowledge gained through experience. Those who 
wish to keep themselves informed on developments 
in this field should follow the reports published in 
the “Organization Section” of the Journal of the 
American Medical Association and should read the 
British White Paper, the text of the Murray-— 
Wagner-—Dingell Bill and a report to be published? 
that summarizes the ideas of those who have been 
particularly concerned with the development of a 
national health program. This is a field that should 
be approached with the same objectivity and de- 
tachment as a scientific experiment, so that the 
profession may make real contributions toward the 
solution of a problem with which both physicians 
and the general public are deeply concerned. 
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MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE ON MEDICAL 
INFORMATION BUREAU 


The appended statement has recently been for- 
warded to the secretaries of all district medical 
societies of the Massachusetts Medical Society, 
as well as to various hospitals. 

Wa ttTER G. PuiprEen, Chairman 
k * 


The Massachusetts Medical Society has established the 
Bureau of Clinical Information at its headquarters, 8 Fenway, 


Boston, as a means of augmenting its postgraduate educational 
effort. 


| 


Vol. 231 No. 22 


The Bureau will supply information concerning the daily 
activities of the approved hospitals in Boston and its im- 
mediate vicinity. This information will deal with each 
hospital’s daily schedule of operations, medical and surgical 
ward rounds and clinics, including the names cf those pre- 
siding over these various activities and the location of the 
clinics. From time to time the Bureau will make available 
a bulletin that will list the fixed medical meetings and con- 
ferences held in the metrcpolitan area. This will be sent to 
hospitals, medical schools and physicians on request, and 
will be available at the Bureau. In brief, the ultimate aim 
of the Bureau is to serve the profession as a clearinghouse 
for all sorts of medical information. 

The Bureau will be open from 7:00 a.m. to 10:00 a.m. and 
from 3:00 p.m. to 8.00 p.m., except Saturday afternoons. 
Information will be given by telephone. 

You are requested to acquaint the physicians of your area 
with this new activity. No expense is involved on the part 


of those using this service. 
Artuur W. Aten, M.D. 
A. TicHeE, M.D. 
Watter G. Puipren, M.D., Chairman 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


CHANGES IN ISOLATION AND 
QUARANTINE REQUIREMENTS 


A new printing of the isolation and quarantine 
requirements of the Massachusetts Department of 
Public Health, embodying recent changes, is now 
ready for distribution. Copies may be obtained by 
writing to the department. 

Since the last revision, in 1941, three additional 
diseases (chancroid, granuloma inguinale and 
lymphogranuloma venereum) have been added to 
the reportable list and several changes in the previous 
regulations have been made. The major changes 
are as follows: 


REGULATIONS 


Chancroid. Column 1, placed in table immediately after 
“Asiatic cholera.”?’ Column 2, restrictions if under con- 
tinuous treatment.” Column 3, ‘“‘No restrictions if ex- 
aminaticn demonstrates absence of infection.” Columns 
4 and 5, “Same as for adults.” Column 6, “No.” 

German measles. Column 2, amended to read, “Three days 
from appearance of rash.” 

Gonorrhea. Column 2, omitted “See ‘Regulations Govern- 
ing the Control of Gonorrhea and Syphilis’ ”’ and substituted 
“No restrictions if under continuous treatment.” Column 3, 
“No restrictions if examination demonstrates absence of 
infection.”” Columns 4 and 5, “Same as for adults.”» Column 

“No.’’ 

” Granuloma inguinale. Column 1, placed in table imme- 
diately after “Gonorrhea.” Column 2, “No restrictions if 
under continuous treatment.” Column 3, “No restrictions 
if examination demonstrates absence of infection.”’ Columns 
4 and 5, “Same as for adults.” Column 6, “No.” 

Lympho ranuloma venereum. Column 1, placed in table 
immediately after “Lymphocytic choriomeningitis.” Column 
2, “No restrictions if under continuous treatment.” Column 
3, “No restrictions if examination demonstrates absence of 
infection.” Columns 4 and 5, “Same as for adults.” Column 
6, “No.” 

Measles. Column 3, omitted ‘‘Note 1” and substituted 
“No restrictions.” Column 5, amended to read “No re- 
strictions.” 

Meningitis, meningococcal. Column 2, amended to read, 
“Two weeks from onset of disease (five days in cases ade- 
quately treated with sulfonamide drugs), and thereafter 
until all acute symptoms have subsided.” 

_ Meningitis, other forms, such as Pfeiffer bacillus, pneumo- 
coccal, streptococcal, etc. Column 1, order of words changed 
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to read “Meningitis: Pfeiffer bacillus, pneumococcal, strepto- 
coccal and other forms.” 

Scarlet fever. Column 2, amended to read: “Uncom- 
plicated cases: Adults, two weeks; children, three weeks 
from date of appearance of rash. Examine nose, throat 
and ears to detect existence of discharge or inflammation 
before considering case as uncomplicated. (If upper respira- 
tory tract symptoms appear during month after release 
from isolation, re-establish precautions.) Complicated cases: 
Four weeks and thereafter until abnormal discharge shall 
have ceased, swollen glands subsided or three successive 
cultures of abnormal discharge shall have been found free 
of hemolytic streptococci.” Column 3, amended to read, 
“No restrictions except for milk handlers and schoolteachers 
who may continue their occupation only with special per- 
mission of the local board of health.” Prana 5, amended 
to read: “Until child lives away from home one week; no 
restrictions thereafter, if child continues to live away from 
home. Quarantined contacts living in a household with a 
case should be allowed to return to school at the same time 
as the patient is released from isolation.” 

Syphilis. Column 2, omitted “See ‘Regulations Govern- 
ing the Control of Gonorrhea and Syphilis’ ” and substituted 
“No restrictions if under continuous treatment, except as 
given in Note 5.”” Column 3, “No restricticns if examina- 
tion demonstrates absence of infection.’”” Columns 4 and 5, 
“Same as for adults.’”’ Column 6, “‘No.” 

Whooping cough. Column 3, omitted “Note 1” and sub- 
stituted “No restrictions.” 


Notes 


Note r. Incorporated in new Note 2. New Note 1 reads, 
“Definition of adult: Any person who has reached his eight= 
eenth: birthday is considered to be an adult for purposes 
of these regulations.” 

Note 2. Now includes old Note 1. 

Note 4. Omitted entirely; substituted Note 5, renumbered. 

Note 5. Changed to Note 4; substituted ‘‘Patients wha 
have lesions of primary or secondary syphilis on exposed 
parts of the body or in the mouth, and are employed in any 
occupation requiring regular, direct contact with other per- 
sons, such as barber, hairdresser, manicurist, waiter, waitress, 
nursemaid, domestic, etc., shall be reported by name, address 
and occupation to the State Department of Public Health, 
unless the physician will assume responsibility for seeing 
that the patient discontinues such occupation until the 
lesions are healed.” 

Note 8. Omitted entirely; substituted “All of the above 
diseases except five should be reported to the local board 
of health. The five exceptions (chancroid, gonorrhea, granu- 
loma inguinale, lymphogranuloma venereum and syphilis) 
should be reported directly to the State Department of 
Public Health on special forms, provided upon request. 


IMMUNE SERUM GLOBULIN FOR MEASLES 


For the past two and a half years the Division of 
Biologic Laboratories of the Department of Public 
Health has been collaborating with the Department 
of Physical Chemistry of the Harvard Medical 
School (under contract with the Office of Scientific 
Research and Development), the American Red 
Cross, the Bureau of Medicine and Surgery of the. 
United States Navy and associated clinical and 
other groups in the development and use of a puri-. 
fied antibody fraction from human plasma. This. 
study followed the successful purification of human 
serum albumin by a process developed under the. 
same sponsorship and collaborative efforts. A 
number of physicians in Massachusetts have be- 
come familiar with this antibody fraction, known 
officially as “Immune Serum Globulin” (but known 
to many by the chemist’s name “gamma globulin”’) 
through the preparations distributed to them from 
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the Children’s Hospital, Boston, or the Division of 
Biologic Laboratories for study purposes. 

The superiority of immune serum globulin for 
the control of measles has been well demonstrated, 
and the department has been looking forward to 
the time when this material would become avail- 
able for general use. Once the proof of its usefulness 
had been established, the availability of immune 
serum globulin depended on the accumulation of 
sufficient reserves to take care of any possible needs 
of the armed forces. Such reserves are now on hand. 
The globulin is derived from blood donated by 
volunteers through the American Red Cross for the 
armed forces, and the Red Cross has made arrange- 
ments for the distribution of the surplus for civilian 
use as long as it is available (J. 4. M. A. 125:638, 
1944). Material so distributed will be processed at 
cost by the commercial firms now preparing albumin 
for the armed forces, and will be furnished without 
charge to the public through state health depart- 
ments or related organizations, which will bear the 
expense of processing and distribution. In Massa- 
chusetts the globulin is available through this de- 
partment, and distribution will begin on December I. 
The immune serum globulin will in every respect 
take the place of immune globulin (placental ex- 
tract), which the department has distributed for 
the past ten years as an agent for the control of 
measles. The distribution of placental extract has 
therefore been discontinued. Sodium citrate solu- 
tion, which has been used as an anticoagulant in 
the administration of parental blood for the control 
of measles, is also being discontinued. 

Immune serum globulin is used in the same 
fashion as placental extract and with the same 
indications, that is, for the modification of measles 
in an exposed healthy susceptible person three 
years of age or older and for the prevention of 
measles in exposed infants under three years of age, 
debilitated or chronically or acutely ill older patients 
or groups of susceptibles in whom a measles epidemic 
must be avoided. 

The attention of physicians is called to the fact 
that the globulin is most effective when given to a 
freshly exposed person during the first six days after 
the date of exposure, although some effect may be 
at times obtained if it is given as late as the tenth 
day. The globulin does not permanently immunize 
a child to measles: although complete immediate 
protection is usually obtained to exposure, the child 
again becomes susceptible in three or four weeks. 
If, on the other hand, modified or unmodified 
measles occurs, 
conferred by the attack. Detailed directions for 
use of the immune serum globulin are included in 
each package. 

The globulin will be distributed through the usual 
channels — to local boards of health having ap- 
proved biologic depots or directly to physicians, 
hospitals or other institutions unable to obtain their 
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needs through their local boards of health. Physi- 
cians and others obtaining supplies of this product 
are urgently requested to keep their orders within 
their probable needs for a period of two or three 
weeks. Since the Department has to purchase the 
globulin, the supply is limited, and it is essential 
that the available supply be distributed as equitably 
as possible. 


COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR OCTOBER, 1944 


RésumE 
Diseases OcToBER OcToBER Seven-YEAR 
1944 1943 MepIAN 

Anterior. poliomyelitis.......... 99 54 19 
1 * * 
Diphtheria. 19 17 18 
Dysentery, bacillary........... 32 24 24 
German measles.............. 36 82 35 
Gonorrhea 438 435 416 

i inguinale.......... 0 * 
Lymphogranuloma venereum. 1 * * 

276 401 373 
Meningitis, meningococcal...... 22 40 6 
Meningitis, Pfeiffer-bacillus..... 3 8 1 
Meningitis, pneumococcal...... 1 4 t 
Meningitis, 0 0 + 
Meningitis, streptococcal....... 0 0 + 
Meningitis, other forms. or 3 0 j 
Meningitis, undetermined. ..... 0 13 
Pneumonia, lobar............. 159 161 219 
Salmonella 15 14 4 
carlet fever. 459 622 372 
408 3 424 
uberculosis, pulmonary. hake whe 249 225 236 
Tuberculosis, other ws 17 12 29 
1 4 6 
Undulant fever. 2 5 
Whooping cough. . 287 321 420 


*Made in December, 1943. 
tPfeiffer-bacillus meningitis only other form reportable prev ious to 1941 


CoMMENT 


No unusual trends are indicated by the figures for October. 
The usual seasonal increase of several of the diseases has not 
as yet become marked enough to indicate which are likely to 
be high during the coming year. Measles and scarlet fever 
are unusually low because of the downward swing after two 
years of high prevalence. 

Poliomyelitis during October, although still much above 
the seven-year median, showed a marked decrease from the 
August and September prevalence. The usual seasonal drop 
to a very low level may be expected in succeeding months. 

Meningococcus meningitis continues to run well below last 
ye ar’s level, although still above the seven-year median. 

he same is true, to a lesser degree, of scarlet fever. 


GEOGRAPHICAL DIstRIBUTION OF CERTAIN DISEASES 


Anterior poliomyelitis was reported from: Amherst, 1; 
Arlington, 2; Barre, 2; Beverly,  aomen 16; Boylston, 1; 
Brockton, 2; Brookline. 1; Cambridge, 1; Chelsea, 1 Chicopee, 
6; Dedham, 1; Everett, 1; Fitchbur Framin ham, 2; 
Greenfield, 1; Hancock, 1; Hanover, 1; "Fiaverhill | 
2; Lee, 1; ‘Ludlow, 2; Lynn, 1; Medford, 1; Natick, 2; New- 
bury 15 Newton, 6; Orange, Pepperell 1; Pittsfield, 
15; Read ee 3; Revere, 2; Somerville, 1 ; Springfield, 
Stockbridge, Swam scott, 1; Waltham, 1; Watertown, 2: 
Webster, ee 2; West Brookfield, 1; West Stock- 
bridge, 1; 6; total, 99. 

Diphtheria was reported from: Boston, 3; Cambridge, 2; 
Everett, 1; Lowell, 5; Somerville, 7; Worcester, 1; total, 19. 

Dysentery, bacillary, was reported from: Billerica I; 
Boston, 4; all iver, 6; Lexington, 8; Lowell, 1; Malden, 5 
Medford, 2: Peabody, 1; Plainville, 2; Somerville, 1; wel 
ham, 1; total, 3 
——- infectious, was reported from: Springfield, 1; 
tota 

Malaria was. reported from: Boston, 1; Cambridge, 2; 
Camp Edwards, 4; Chelsea, 2; Chicopee, 1; ‘Cushing ge 
Hospital, 20; Lowell, 1; Peabody, 1 ‘ewes. 3 1; Somerville, 1 
Waltham, 2: total, 36. 
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Meningitis, meningococcal, was reported from: Abington, 1, 
Barnstable, 2; Boston, 8; Chelsea. 1; Fall River, 1; Fitchburg; 
1; Hardwick, 1; Kingston, 1; Leominster, 1; Malden, 1; 
Middleboro, 2; Palmer, 1; Westfield, 1; total, 22. 

Meningitis, Pfeiffer-bacillus, was reported from Lee, 1; 
Pittsfield, 1; Salem, 1; total, 3 ; 

ee pneumococcal, was reported from: Cambridge, 1; 
total, |. 

Meningitis, other forms, was reported from: Boston, 3; 
total, 3. 

Salmonella infections were reported from: Attleboro, 1; 
Boston, 1; Cambridge, 1; Everett, 1; Lynn, 1; Melrose, 1; 
Newburyport. 1; Pittsfield, 1; Walpole, 1; Waltham, 1; 
Watertown, 1; Wellesley, 1; West Stockbridge, 1; Worcester, 
2; total, 15 

Septic sore throat was reported from: Amesbury, 1; Arling- 
ton, 1; Boston, 4; Cambridge, 1; Fall River, 1; total, 8 

Tetanus was reported from: Boston, 1; Medway, 1; Pitts- 
field, 1; Wareham, 1; total, 4. 

Trachoma was reported from: Arlington, 1; total, 1. 

Trichinosis was reported from: Andover, 1; Boston, 2; 
Brookline, 1; Falmouth, 1; Melrose, 1; total, 

Typhoid fever was reported from: Tewksbury, 1; total, 1. 

— fever was reported from: Camp Myles Standish, 1; 
total, 1. 

Undulant fever was reported from: Boston, 2; total, 2. 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


Cuinic Date Ciinic ConsuLTANT 
Lowell December 1 Albert H. Brewster 
Salem December 4 Paul W. Hugenberger 
Haverhill December 13* William T. Green 
Brockton December 14 George W. Van Gorder 
Worcester December 15 John W. O’Meara 
Pittsfield December 18 Frank A. Slowick 
Fall River | December 18* Fugene A. McCarthy 
Hyannis December 19* aul L. Norton 
Springfield | December 20 Garry deN. Hough, Jr. 


*Day changed. 


MISCELLANY 


ATYPICAL PNEUMONIA SIMULATING 
PULMONARY TUBERCULOSIS 


A new disease of the respiratory tract has captured a place 
on the medical scene during the past decade. Primary 
atypical pneumonia — to give it the name that seems most 
commonly used —has probably existed for years mas- 
querading as atypical influenza or grippe. With the in- 
creasing use of x-ray films in diagnosis the prevalence of 
the disease has begun to emerge, and its importance to be 
recognized. The danger would now appear to be that it is 
as yet incompletely differentiated from pulmonary tuber- 
culosis and that, unless progress film studies are carried out, 
some cases of tuberculosis will be treated for pneumonia 
and some cases of pneumonia given tuberculosis therapy. 
The following is an abstract ff a paper (Yoskalka, J. S. 
A typical pneumonia simulating pulmonary tuberculosis. 
Am. Rev. Tuberc. 49:408-413, 1944) that considers this 


problem. 


For many years it has been the teaching of the medical 
profession to regard a patient subacutely ill with infiltra- 
tions of the upper lung fields in x-ray films as probably 
tuberculous unless proved otherwise. Recently it has become 
apparent that atypical pneumonia can produce lesions that 
at times are indistinguishable from pulmonary tuberculosis. 
This has been reported on several occasions. With the ap- 
parent increase in the incidence of atypical pneumonia, 
especially since the profession is becoming more conscious of 
it, it is evident that criteria for a differential diagnosis of these 
two conditions should be formulated. 
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Clinical Observations 


The symptoms and clinical signs of atypical pneumonia 
have been adequately described in the current literature. 
The usual gradual onset of the disease, associated with 
malaise, generalized aches and pains, dry, nonproductive 
cough and fever may be simulated by any case of acute 
pneumonic tuberculosis. A differential diagnosis cannot be 
made solely on the basis of the history and physical examina- 
tion. Where serial roentgenograms are not feasible, the per- 
sistence of cough and expectoration, together with the find- 
ing of rales for a period greater than twenty-one days from 
the onset of the disease, should lead one to suspect tuber- 
culosis, even though the patient appears to be much improved. 


Roentgenologic Aspects 


In our 7 cases of upper-lobe atypical pneumonia two types 
of shadows were found on the films. The most frequent was 
an increase in the bronchial markings manifested by linear 
streaking densities with superimposed mottled shadows. 

is was most marked at the hilum and, with an extension 
of the disease, spread toward the periphery of the lung fields. 
The other type of finding was an area of increased tissue den- 
sity in the parenchyma of the lung relatively uniform through- 
out and resembling the shadow seen in early pleural effusion. 
X-ray evidence of atelectasis was found in our cases only 
when the entire right upper lobe was involved. Complete 
involvement of an upper lobe will usually reveal some asso- 
ciated evidence of atelectasis, whereas in complete con- 
solidation of a lobe due to pneumonic tuberculosis this is 
usually not the case. Because there was such a wide diver- 
gence of roentgenologic findings in our cases of atypical 
pneumonia it was thought that we could not make a definite 
differential diagnosis hos a single film. In serial x-ray 
studies it was observed that cases of atypical pneumonia 
could be expected to show complete clearing of the chest in- 
volvement in from four to twenty days. If the serial roentgeno- 
grams still reveal a density twenty days after the onset of 
the illness, pulmonary tuberculosis must be seriously con- 
sidered even if other evidence favors an x-ray diagnosis of 
atypical pneumonia. 


Case Reports 


Case 1. A white soldier was admitted to hospital with a 
I-day history of generalized aches and pains, headache, 
malaise, fever and chilly sensations. The physical findings 
were normal except for a moderate injection of the pharynx; 
the temperature was 100°F., the pulse rate 82, and the 
respirations 20 per minute. The white-blood-cell count was 
9200, with 72 per cent polymorphonuclears. The working 
diagnosis was imfluenza. The patient continued to run a fever 
reaching 103.8°F. 2 days later. Within 4 days he had de- 
veloped a nonproductive cough. Physical examination at 
that time revealed suppressed breath sounds with an occa- 
sional fine moist rale in the right upper lobe. An x-ray film 
of the chest showed complete consolidation of the right upper 
lobe. This had almost completely cleared within a week’s 
time, although the fever persisted somewhat longer. Recovery 
was uneventful and the patient was discharged to duty on 
the 20th hospital day. 

Comment. This case illustrates the difficulty of making a 
definite diagnosis roentgenologically. Bacteriologic examina- 
tions were negative, and the rapid clearing of the lesion ruled 
out tuberculosis. 


Case 2. A white soldier was admitted to the hospital 
with a 2-day history similar to that above. The admission 
temperature was 101°F., the pulse rate 100, and the respira- 
tions 20 per minute. The white-blood-cell count was 6800 
with 64 per cent polymorphonuclears. The working diagnosis 
was influenza. A film of the chest made 4 days following the 
onset of the illness showed marked increase in the hilar 
shadow with marked mottled densities throughout the right 
upper lobe. In one area there was a shadow with a central 
high light suggestive of cavitation. The film made 15 days 
pamowing onset showed complete clearing of the parenchymal 
esions. 

Because of the x-ray film suggesting cavitation, sputum 
and gastric studies were made. All were found to be nega- 
tive for tubercle bacilli. The patient made an uneventful 
recovery and was discharged on the 22nd hospital day. 
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Case 3. A white soldier was admitted to the hospital 
with a history and physical findings similar to Cases 1 and 2. 
The working diagnosis was atypical pneumonia of the right 
upper lobe. This was confirmed by roentgenogram. The 
patient had a low-grade fever for 8 days following admission. 
A roentgenogram taken on the 11th hospital day showed some 
clearing of the pneumonic process. Since the persistence of 

hysical signs in the chest and the slow clearing of the chest 
eden despite clinical improvement of the patient are not 
usual in atypical pneumonia, sputum examinations were 
begun. Tubercle bacilli were found. This was confirmed in 
later examinations of the sputum. 


Summary 


Atypical pneumonia may simulate pulmonary tuberculosis 
both clinically and roentgenographically, and the reverse is 
equally true. 

Approximately 7 to 10 per cent of atypical pneumonias 
have upper-lobe involvement, which is the usual site for 
pulmonary tuberculosis. 

Serial roentgenograms showing apical lesions failing to 
clear in twenty days following the onset of the disease should 
raise the suspicion of pulmonary tuberculosis. 

Sputum studies for tubercle bacilli are indicated in all 
doubtful cases. 

If lesions persist for twenty days from the onset of the ill- 
ness, and routine sputum studies are negative, further studies 
should be done, that is, sputum and gastric concentrates and 
guinea-pig inoculation. 

Because of the apparent increase in the incidence of atypical 

neumonia, the need for an early differential diagnosis is 
imperative. — Reprinted from Tuberculosis Abstracts (Novem- 
ber, 1944). 


CORRESPONDENCE 


“POLYPHARMACY AND ANESTHESIA” 


To the Editor: In the August 3 issue of the Journal there 
appeared an editcrial entitled “Polypharmacy and Anes- 
thesia’? which seems to call for some reply from those of us 
practising as specialists in anesthesiology. A case is cited 
in which preliminary to procaine-pontocaine spinal anesthesia 
for appendectomy in ‘‘a healthy, seventeen-year-old boy” 
premedication of “1/6 gr. of morphine, 1/200 gr. of sco- 
polamine and 2 gr. of Sodium Luminal” was given “by in- 
jection.” Information is lacking as to the intervals before 
induction of anesthesia at which these drugs were adminis- 
tered, as is any statement about the dosage of procaine and 

ontocaine or the spinal level attained by the subarachnoid 
block. Respiratory depression or failure supervened fifteen 
minutes after induction of anesthesia, and was ascribed by 
the writer of the editorial to the preliminary medication. 
Although it seems much more likely, on the basis of the 
account, that the respiratory difficulty was caused chiefl 
if not entirely by the ascent of the spinal drugs to a high ow 
and not by the medication, pharmacologic questions are 
raised that should be answered. “One wonders how the 
anesthetist knows that 1/200 gr. of scopolamine is going to 
contribute to the success of this procedure. Would not ¥ gr. 
or even % gr. of morphine achieve approximately the same 
effect? One also wonders, but not so seriously, whether the 
Sodium Luminal was necessary?” 

To answer these queries in order: The anesthesiologist 
knows from his clinical experience and from his knowledge 
of pharmacology that 1/200 gr. of scopolamine will probably 
contribute to the success of spinal anesthesia. One quarter 
or one third of a grain of morphine would not achieve ap- 
proximately the same effect, because the pharmacologic 
effects of morphine differ fundamentally from those of sco- 
oe. It could be said that the Sodium Luminal (pheno- 

arbital) is not absolutely necessary, but it contributes to the 
comfort and safety of the patient. 

The combination and dosage of the three drugs mentioned, 
far from being “a practically fatal combination of sedatives,” 
is commonly prescribed by anesthesiologists and is well 
within the limits of safety. Each is employed for a definite 
purpose. The barbiturate, in addition to its soporific effect, 
protects against possible toxic reaction to the local anesthetic 
drugs. Goodman and Gilman’ state: “‘Soporific doses of the 
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barbiturates are only slightly depressant to the respiration; 
[while] morphine is a primary and continuous depressant of 
respiration by virtue of a direct action on the respiratory 
center. The effect is discernible with small doses insufficient 
to produce sleep or disturb consciousness. The action is a 
highly selective one, and the depression is directly proportional 
to the dose.” 

Sedation produced by the combination of the two drugs 
in moderate dosage results in less respiratory depression than 
would result from a large dose of morphine alone. 

Scopolamine, although apparently considered by the writer 
of the editorial as a sedative, in reality belongs to the atropine 
group of drugs. We again quote Goodman and Gilman': 
““Scopolamine, like atropine, has a potent inhibitory action 
on secretions, but in addition, the alkaloid is also a depressant 
of the central nervous system and reduces excitement. 
Scopolamine is often viewed as a respiratory depressant, but 
this action on the medullary center has been exaggerated. 
Indeed strong evidence from clinical experiments of Waters 
and his associates? indicates that the depression of breathing 
by morphine can be completely counteracted by doses of 
scopolamine, so that otherwise poisonous amounts of mor- 
phine may be administered to man without lowering the 
normal respiratory exchange.” 

It appears unprofitable to discuss the opinions expressed 
in the latter part of the editorial. We hope that the opening 
gee better reflects the beliefs of the majority of mem- 

ers of the medical profession: ‘““The scientific advances in 
anesthesia in the last decade have been truly spectacular, 
and largely because of them, surgeons have been able to 
operate successfully in‘: many regions of the body previously 
inaccessible. Furthermore, the safety of other operative 
procedures has been increased by these new methods, pro- 

vided they are expertly applied.” 
Sipney C. Wiccin, M.D. 


Boston City Hospital and Faulkner Hospital 
A. Noonan, M.D. 
St. Elizabeth’s Hospital 
E.eanor B. Fercuson, M.D- 
Massachusetts Memorial Hospitals 
Jutta G. Arrowoop, M.D. 
Massachusetts General Hospital 
Leo V. Hann, M.D. 
Lahey Clinic 
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To the Editor: The editorial ‘‘Polypharmacy and Anes- 
thesia,” which appeared in the August 3 issue of the Journal, 
contains so many statements at variance with commenly 
accepted opinions concerning preoperative sedation that it 
seems wise to call them to your attention. In addition to the 
somewhat obvious inaccuracies in this article, the entire tone 
of the editorial is such as to reflect on an important medical 
specialty. 

The editorialist seemed most concerned about what he 
considered to be too much preoperative sedation administered 
to a certain patient. One-sixth grain of morphine, 1/200 gr. 
of scopolamine and 2 gr. of Sodium Luminal could not % 
considered heavy medication for a healthy, seventeen-year- 
old male patient. It seems that the scopolamine was the drug 
considered to be the offender. 

Since the editorial betrayed little appreciation of the pur- 
pose of preoperative medication and the action of the respec- 
tive drugs used, a few words on the subject appear appro- 
priate. The ideal premedication should allay the patient’s 
fears of the operating room and produce a state of relative 
amnesia for the period. Furthermore, if an inhalation 
anesthetic is to be used (and this sometimes has to be re- 
sorted to even when not planned), the preoperative medica- 
tion should lower the metabolic rate in order to facilitate in- 
duction and lessen the amount of anesthetic agent required 
to obtain the desired level of anesthesia. The preoperative 
medication should do all of this without sufficiently depress- 
ing respiration as to slow the absorption of the anesthetic 
agent and of cxygen or to predispese to postoperative pul- 
monary complications because of this depressed respiration 
and obtunded cough reflex. Morphine is an excellent drug 
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for depressing metabolism and allaying fear. 
given in doses large enough to produce amnesia it frequently 
causes respiratory depression. By the addition of scopolamine 
(in doses as low as 1/200 gr.) che patient can frequently be 
rendered amnesic for the period immediately before the trip 
to the operating room and for his stay there. Scopolamine 
has the effect of producing a “‘don’t care” state of mind even 
though the patient may be quite alert. Furthermore, sco- 

olamine is as effective as, if not superior to, atropine in 
inhibiting secretions from the mucous megnbranes. Since 
this drug does not cause respiratory depression in thera- 
peutic doses, it is an excellent adjuvant to morphine for pre- 
operative medication. The addition of small doses of a bar- 
bituric acid derivative (2 gr. of Sodium Luminal in the case 
mentioned) frequently helps to render the patient uncon- 
scious during the operative procedure. 

In the editorial it is stated that fifteen minutes after the 
administration of the anesthetic agent, the anesthetist was 
busy giving artificial respiration and the nurse was giving 
coramine subcutaneously. It is hard to understand how this 
respiratory difficulty could have been due to the preoperative 
sedation with the patient breathing twelve to fifteen times 
a minute after what was probably a brief operative pro- 
cedure. It would also seem that a drug depression serious 
enough to require artificial respiration would have been noted 
before the anesthetic was given. 

From the small amount of information given in the article 
it seems a much likelier conclusion that the spinal anesthetic 
agent had progressed far enough cephalad to paralyze some 
or all of the intercostal muscles or even the diaphragm, and 
by the time the operation was completed, this paralysis had 
worn off sufficiently to permit spontaneous respiration. If 
this conclusion is correct, the administration of the coramine 
was superfluous, since the only effective treatment for this 
condition is artificial respiration after the establishment of an 
adequate airway. 

The proportions of the various drugs used for preoperative 
sedation have been arrived at after very careful pharmacologic 
and clinical research. It is quite obvious that the ideal dose 
cannot always be selected and that there will always be some 
patients in whom the effect produced by the preoperative 
sedation will be too profound, as well as some for whom the 
ordered dose will be insufficient. Fortunately, in the hands 
of experienced anesthesiologists who are able to recognize 
quickly the signs of undersedation and oversedation, as well 
as the effects of spinal anesthetics that have gone too high, 
the ill effects of these inadvertent administrations can be 
taken care of without danger to the patient or impairment 
of the surgeon’s work. 

It is to be hoped that the opinion expressed by the author 
of the editorial in question does not represent a consensus 
of a large group of surgeons. I am sure that such an attitude 
can but tend to reflect discredit on an important medical 
specialty, and indirectly be disadvantageous to patients 
undergoing surgical procedures. 


Ursan H. Eversore, M.D., Director 
Department of Anesthesia 
Lahey Clinic 
Boston 


To the Editor: It is the opinion of the undersigned that 
several of the statements and implications made in the 
editorial entitled “‘Polypharmacy and Anesthesia” appearing 
in the August 3 issue of the Journal are misleading. 

The writer of that editorial “‘wonders how the anesthetist 
knows that 1/200 gr. of scopolamine is going to contribute 
to the success of the anesthesia.”” He further states that the 
anesthetist should “‘limit himself to a moderate dose of a 
sedative, together with a suitable dose of atropine or some 
substance having the pharmacologic effect cf atropine.” 

A little reading in preparation for the editorial would have 
disclosed that scopolamine is a valuable sedative and that 
it effectively counteracts the respiratory depressant action 
of morphine if given in proper dosage. short perusal of 
a text on pharmacology would have revealed that scopolamine 
in fact does have many of the valuable pharmacologic effects 
of atropine. 

The fact that Sodium Luminal was given is lightly glossed 
over by the writer of the editorial. Long-acting barbiturates 
are usually not indicated as preanesthetic drugs. 

The writer of the editorial, if he were at all familiar with 
anesthetic practices, would have been more concerned with 
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the action of spinal anesthesia in producing respiratory 
paralysis in this case rather than with attacking so strongly 
the preanesthetic drugs. 

The use of coramine and carbon dioxide in the treatment 
of the respiratory depression as described is open to criticism. 

The fact that satisfactory tidal exchange was established 
and maintained is a credit to the anesthetist. 

he statement is made that when nurse technicians are 
employed to administer the anesthesia, heavy premedication 
is avoided because the surgeon gives the orders. This may be 
the experience of the one who wrote the article, but it is by 
no means universal. 

The editorial recommends that the surgeon, in order to 
protect his patient, consult with the anesthesiologist in detail 
concerning each step of medication given before, during and 
after operation. It is certainly to be hoped that the surgeon 
will consult with the anesthesiologist in detail about each 
a about to undergo anesthesia and surgery. For the 

etter and fuller protection of the patient, I suggest that the 
surgeon choose a thoroughly qualified anesthetist and depend 
on the anesthesiologist’s more thorough knowledge of seda- 
tives to safeguard the patient against accidents. There is no 
clinician more familiar with the pharmacologic action of 
narcotics and hypnotics than the anesthesiologist. 

It is stated that in the present state of anesthesia, there is 
too much art and not enough science. With this statement I 
take strong issue. An increase in the art and a tempering 
of the science of anesthesia would elevate the present status 
of this practice. 

Mever Sakiap, M.D. 
Director of Anesthesia 
Rhode Island Hospital 

Providence 2, Rhode Island 


The above letters are typical of many that have been re- 
ceived from anesthesiologists in criticism of the editorial 
“Polypharmacy and Anesthesia.”” The editorial presented 
an subsevianns case report, and from the events described 
therein, it was deduced that the premedication was chiefly 
responsible for the alarming symptoms. It was assumed 
that the slow shallow respirations subsequent to the period 
of apnea were caused by this medication. This interpre- 
tation is questioned by expert pharmacologic opinion, and it 
appears likelier that the apnea and the depressed respira- 
tions were the result of a spinal anesthesia that had pro- 
gressed too high. For this, the Journal humbly apologizes. 

Nevertheless, it should still be pointed out that there is 
a large body of medical opinion, found perhaps more among 
surgeons than among anesthetists, that simplification of 
premedication is a goal to be sought in future advances in 
anesthesia. Although the excellent human experimental 
work of Waters and his associates referred to in the letter 
from the group of Boston anesthetists has indicated that 
combinations of morphine and scopolamine and of Pento- 
barbital Sodium and scopolamine are useful and,in moderate 
doses, safe, there are no similar studies in which the triple 
combination of morphine, scopolamine and a barbiturate has 
been given. In fact, as indicated by Dr. Saklad’s letter, some 
anesthetists do not approve a combination of a long-acting 
barbiturate and morphine in premedication. 

he discussion evoked by the editorial can do nothing but 
good. If it can be followed up by additional experimental 
work and by careful observation and analysis of large num- 
bers of cases, it may be possible to work out a universally 
acceptable simple form of premedication for the less 
intricate operative procedures in healthy patients. — Ep. 
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The Permeability of Natural Membranes. By Hugh Davson, 
D.Sc.; and James F. Danielli, D.Sc., ALC. With a fore- 
word by E. Newton Harvey, Ph.D. 8°, cloth, 361 pp., with 
73 illustrations and 72 tables. New York: The Macmillan 
Company, 1943. $4.75. 

The great usefulness of this book will be obvious to all 
students of biology. The authors present a general survey of 
the field of permeability, including materials essential for 
students of medicine, physiology, biochemistry, zoology and 
botany. It is made clear that permeability studies have 
passed beyond the preliminary exploratory stage, having 


/ 
| 
4 : 
j 


752 


reached the stage at which quantitative analysis is of domi- 
nant importance. In the foreword, Professor E. Newton 
Harvey, of Princeton University, writes in part: “Just as 
chemistry could not have developed without test tubes to 
hold reacting substances, so organism could not have evolved 
without relatively impermeable membranes to surround the 
cell constituents. This barrier between the inside and the 
outside, the inner and external world of each living unit, 
has been and always must be considered one of the funda- 
mental structures of a cell.” Each of the twenty-one 
chapters is followed by a series of references, and an excellent 
index is provided. The last chapter deals with the theories of 
cell permeability. 


Traumatic Injuries of Facial Bones: An atlas of treatment. 
By John B. Erich, D.D.S., M.D., and Louie T. Austin, D.D.S. 
In collaboration with the Bureau of Medicine and Surgery, 
United States Navy. 12°, cloth, 600 pp., with 333 illustra- 
tions. Philadelphia and London: W. B. Saunders Company, 
1944. $6.00. 

In this book the authors attempt to present a manual for 
the treatment of injuries of the facial bones. General consid- 
erations are covered in eleven printed pages. As the subtitle 
suggests, the book is a pictorial of treatment. The illustra- 
tions are well done, and should appear clear to the student, 
but many seem exaggerated in showing the nature of the 
wounds. 

The methods of immobilizing the facial bones are described 
in great detail, and the authors explain many elaborate and 
complicated appliances for use in cases in which it seems 
likely that simple procedures of proved value would accom- 
plish the same results. The book, however, is a valuable con- 
tribution to the literature on injuries of the face. 


Clinical Tropical Medicine. Edited by Z. Taylor Bercovitz, 
M.D., Ph.D. With a foreword by Wilbur A. Sawyer, M.D. 
4°, cloth, 957 pp., with 121 illustrations. New York: Paul B. 
Hoeber, Incorporated, 1944. $14.00. 


This book contains chapters by twenty-seven authors who 
are well known for their work in the field of tropical medicine. 
The editor of the volume, Dr. Bercovitz, has also contributed 
chapters on many of the important tropical diseases, including 
amebic dysentery, malaria and certain of the helminthic 
diseases. 

Dr. Charles F. Craig has written the chapters on spirochetes 
and spirilla, except pinta and yaws, which have been covered 
by Dr. Howard Fox. Dr. Henry Pinkerton has dealt with 
the diseases caused by rickettsias; Dr. Edward B. Vedder, 
with the nutritional diseases; and Dr. Morris Moore, with 
the diseases caused by yeasts and fungi. The other authors 
have contributed importantly but less extensively to the 
volume. Most of the numerous illustrations are excellent. 

The book is valuable because of the authoritative contribu- 
tions that it contains, but its highest levels of quality are not 
uniformly sustained. Here and there can be found statements 
that are ambiguous, misleading or incorrect. For example, 
under amebiasis, it is said that food and water should be 
boiled ‘‘for at least thirty minutes” to destroy cysts, whereas, 
since amebic cysts in water cannot survive a temperature of 
50°C. for more than a few minutes, prolonged boiling is need- 
less. In the chapter on malaria, a serious error occurs: it is 
stated there that the sporozoites “enter the blood stream 
and attach themselves to the red blood corpuscles.’’ Al- 
though it is not known what happens to the sporozoite after 
it passes from the mosquito into the human body, it is quite 
possible that the parasite undergoes important changes during 
the interval of several days that elapse before it makes its 
appearance in the red cell. Finally, in the chapter on beri- 
beri, a distinction is drawn between beriberi and “the periph- 
eral neuritis caused by alcohol.” There is no convincing 
evidence that peripheral neuritis in man has ever been caused 
by alcohol per se, most physicians now believing that it 
results from a dietary daldaney that is secondary to the 
alcoholism. 

Even though the book contains passages that are open to 
serious criticism, it contains much that is excellent. 
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NOTICES 


JOSEPH H. PRATT 
DIAGNOSTIC HOSPITAL 


Bennet Street, Boston 
Lecture Hall, 9-10 a. m. 


MEDICAL CoNFERENCE PROGRAM 


Friday, December 1-— Surgical Aspects of Intracranial 

nfections. °Dr. Jost J. Michelsen. 

Wednesday, December 6 — Practical Aspects of Electro- 
Shock Therapy. Dr. Arthur Berk. 

Friday, December 8 — Alloxan Diabetes: Clinical and mor- 
phologic findings. Dr. C. Cabell Bailey and Dr. 
Orville Bailey. 

Wednesday, December 13 — Some Effects of Injected Cyta- 
chrome C in Animals and Man. Dr. Samuel Proger. 
Friday, December 15 — The Cushing Syndrome. Dr. Ken- 

neth W. Thompson. 

On Monday mornings clinics will be given by Dr. Samuel 
Proger. On Tuesday and Thursday mornings Dr. S. J. 
Thannhauser will ae medical clinics on hospital cases. 

The medical profession is cordially invited to attend. 


MASSACHUSETTS PSYCHIATRIC SOCIETY 


On Tuesday, December 5, the Massachusetts Psychiatric 
Society will tender a dinner to Brigadier J. R. Reese, M.D., 
F.R.C.P., consulting psychiatrist to the British Army and 
medical director of the Tavistock Clinic, London. It will be 
served at 6:30 p. m. at the Kenmore Hotel, Boston. Brigadier 
Reese will speak on the subject, ““The Shaping of Psychiatry 
by War,” and his lecture will be of importance not only to 
psychiatrists and physicians but to everyone interested in 
the present trends in psychiatry and the associated fields, 
particularly in relation to the war and the postwar period. 

The tickets, $2.90 each, must be purchased on or before 
+ enn 2 from Dr. Earl K. Holt, Box A, Harding, Massa- 
chusetts. 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society will be held in 
the emohiahenter of the Peter Bent Brigham Hospital on 
Tuesday, December 12, at 8:15 p. m. 


NEW ENGLAND OBSTETRICAL 
AND GYNECOLOGICAL SOCIETY 


A clinic of the New England Obstetrical and Gynecological 
Society will be held at the Carney Hospital on December 6 
at 9:00 a.m. in the operating room on the sixth floor. Drs. 
Louis E. Phaneuf, Roy J. Heffernan and Maurice O. Belson 
will perform gynecological operations. 

t 10:30 a.m. a dry clinic will be held in the auditorium. 
PROGRAM 
The Repair of the Lacerated Perineum. Dr. Louis F. 
Phaneuf. 
The Role of the Transverse Cervical Cesarean in the 
anagement of Placenta Previa. Dr. Roy J. 
Heffernan. ; 
The Management of the Third Stage of Labor. 
Maurice O. Belson. 
Sternal Transfusions in Obstetrics and Gynecology. Dr. 
Meyer D. Schnall. 


Dr. 


AMERICAN PUBLIC HEALTH ASSOCIATION 


The third wartime conference and seventy-fourth annual 
meeting of the American Public Health Association and 
meetings of related organizations will be held in Chicago 
during the week of September 17, 1945, with headquarters 
in the Hotel Stevens. 

The Chicago program will cover subjects of interest to 
health officers, public-health nurses, laboratory workers, 
nutritionists, vital statisticians, engineers, child-health and 
maternal-health specialists, health educators, public-health 
dentists, epidemiologists, industrial hygienists and others 
working in the broad field of health protection and pro- 
motion. 

(Notices continued on page xv) 
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